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Summary of Thesis 
There is extensive research detailing the strong link between healthcare professional wellbeing 
and the delivery of dignified, safe patient care. While a career as a psychological practitioner is 
often perceived as fulfilling, it is thought to also generate professional and personal strains 
which may impact on wellbeing.  
Paper 1 presents a systematic review examining the prevalence of burnout among practitioner 
psychologists and the relationship between burnout and specific personal demographic and 
work-related variables: age, years in service, working hours, gender and work setting. This 
yielded eight studies meeting the inclusion criteria. Study quality was assessed and data was 
extracted. Due to inconsistencies with defining and assessing burnout, the overall prevalence of 
burnout in this population could not be validly determined. However, findings suggest that 
younger, less experienced individuals and those working longer hours appear to be at increased 
risk of burnout and/or associated dimensions. 
Paper 2 presents the development and validation of a new measure to assess psychological 
practitioner workplace wellbeing. The measure was developed in five stages, followed by an 
examination of the psychometric properties of the measure utilising a sample of 400 
psychological practitioners. The measure was shown to have high internal consistency, high 
test-retest reliability and high construct validity. Exploratory factor analysis produced a set of 
six factors explaining 62.1% of the variance in the measure. Results indicate the measure has 
favourable psychometric properties for the effective assessment of the workplace wellbeing of 
psychological practitioners.  
Paper 3 presents a critical appraisal of the research process. This paper includes a reflection on 
the methodologies used and conclusions drawn, implications of the findings and suggestions for 
future research. Aspects of personal and professional competency development are also 
considered. 
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Abstract 
Background: Healthcare professional burnout has potentially significant consequences for 
professionals, patients and organisations. In addition to the personal impact, burnout has been 
associated with reduced patient care and increased absenteeism and staff turnover. While a 
career as a practitioner psychologist is often perceived as fulfilling, it is thought to also generate 
professional and personal strains.  
Objectives: This systematic review aims to explore the prevalence of burnout and specific 
personal and work-related correlates of burnout in practitioner psychologists.  
Method: A systematic review of quantitative studies, utilising a validated measure of burnout in 
practitioner psychologists, published in English between 1988 and 2017.  
Data sources: The databases PsycINFO, ASSIA, Web of Science and Scopus were searched.  
Results: Eight eligible studies were reviewed. There are currently no binding definitions or 
diagnostic criteria for burnout. Therefore, the overall prevalence of burnout among practitioner 
psychologists cannot be validly determined. However, low to moderate associations were 
observed between some dimensions of burnout and some personal and occupational factors. 
Overall, younger, less experienced individuals and those working longer hours appear to be at 
increased risk of burnout and/or associated dimensions, while those working in private practice 
appear to be at lower risk of burnout and/or associated dimensions. 
Conclusions: We do not yet know the extent to which burnout is a problem, because we are 
unable to determine how many professionals are ‘burned out’. The current review highlights 
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the necessity for more robust definitions and sound, generalisable research within this 
population. 
 
Key Practitioner Message  
• Healthcare professional burnout has been found to have significant consequences for 
professionals, patients and organisations. 
• There are currently no binding definitions or diagnostic criteria of burnout and therefore 
overall prevalence of burnout among practitioner psychologists cannot be validly 
determined. 
• Younger, less experienced individuals and those working longer hours appear to be at 
increased risk of dimensions associated with burnout. Individuals working in private 
practice appear to be at lower risk.  
• A robust definition of burnout and associated psychometric measures are required to 
enable the effective assessment of burnout in healthcare professionals.  
Keywords: Burnout, practitioner psychologist, health professional, psychotherapy, systematic 
review 
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Introduction 
Burnout 
The concept of burnout is thought to have been independently introduced by both 
Freudenberger (1974) and Maslach (1976), as a term to describe a reaction to occupational 
stress. Freudenberger and Maslach coined the term following the identification of similar 
psychosocial reactions from volunteers working with social problems in underprivileged citizens 
(Kristensen, Borritz, Villadsen & Christensen, 2005). The term burnout was initially a non-
theoretical concept. However, it soon became a metaphor for a range of psychosocial 
experiences that individuals, employed in human service professions, may encounter 
(Kristensen et al., 2005).  
Maslach and Jackson (1981) defined burnout as an internal emotional reaction (illness) 
caused by external factors: “a syndrome of emotional exhaustion and cynicism that occurs 
frequently among individuals who do ‘people-work’ of some kind” (p. 99). Freudenberger 
(1980) proposed burnout is “brought about by devotion to a cause, way of life or relationship 
that failed to produce the expected reward” (p. 13) and Maslach, Schaufeli, and Leiter (2001) 
proposed it is a “response to chronic interpersonal stressors on the job” (p. 399). 
Burnout can be thought of as a specific form of psychological stress, rather than an 
illness, that is thought to develop gradually and may remain unnoticed for some time 
(Ruotsalainen, Verbeek, Mariné & Serra, 2015). In healthcare professional populations, 
burnout, as defined by Maslach and colleagues, is characterised by three simultaneously 
existing dimensions, (1) emotional exhaustion, the depletion of emotional reserves, energy loss 
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and feeling less able to experience emotion related to work; (2) depersonalisation, the 
distancing from patients and negative or cynical attitudes and feelings towards patients, and (3) 
lack of personal accomplishment,  negative self-evaluation, particularly in relation to patient 
work, and feelings of dissatisfaction with work accomplishments and achievements (Maslach et 
al., 1996; Maslach & Jackson, 1981).  
Although Maslach and colleagues’ definition of burnout is the most prevalent in the 
literature (Maslach, Jackson & Leiter, 1996; Maslach, Schaufeli & Leiter, 2001; Schaufeli, Leiter 
& Maslach, 2009) an alternative theory is that burnout is a form of depression rather than a 
distinct phenomenon. When Freudenberger (1974) initially introduced the concept, it was 
proposed that when experiencing burnout “the person looks, acts and seems depressed” (p. 
161). More recently, Bianchi, Schonfeld, and Laurent (2015) conducted a review of the burnout-
depression overlap, proposing the distinction is conceptually fragile and the evidence for the 
singularity of burnout as a concept is inconsistent.  
It is important to consider the major role that social context and culture play in the way 
burnout is viewed. For example, Schaufeli and Enzmann (1998) noted that North American 
samples tended to have higher levels of emotional exhaustion and depersonalisation than 
similar European samples, measured using Maslach Burnout Inventory (Maslach & Jackson, 
1986, see below). They proposed that while this may demonstrate higher rates of burnout in 
American populations, it may highlight the higher social acceptability of exhibiting burnout 
symptoms in the United States than in Western samples. Wilmar et al. (2009) also 
acknowledged that in some countries, a ‘formal’ diagnosis of burnout may present the 
possibility for an individual to personally profit, for example, through financial compensation or 
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psychotherapeutic intervention. In other countries however, the concept of burnout is not 
deemed to be a formal diagnosis requiring specific intervention or financial recompense. 
 
Measures of Burnout 
The Maslach Burnout Inventory (MBI; Maslach & Jackson, 1986) was the first 
standardised instrument designed to assess burnout and is the most widely used measure in 
burnout literature. The MBI has been used extensively internationally and has been translated 
into more than thirty different languages (Maslach et al., 2017). The original MBI was designed 
for use with human service professionals. However, since the development of the initial 
measure, additional versions of the MBI have been developed to assess burnout in other 
professions, for example, the MBI General Survey (MBI-GS) for those occupations that do not 
involve frequent direct personal contact with service recipients (Maslach, Jackson & Leiter, 
2017).  
The original MBI is now named the MBI Human Services Survey (MBI-HSS). This measure 
consists of 22 questions containing three subscales; Emotional Exhaustion (EE), 
Depersonalization (DP) and Personal Accomplishment (PA). These subscales relate to Maslach 
and colleagues’ definition of burnout (Maslach, Jackson & Leiter, 1996; Maslach, Schaufeli & 
Leiter, 2001). For both the EE and DP subscales, higher scores are associated with higher levels 
of burnout. Conversely, low PA subscale scores are associated with burnout. Maslach and 
Jackson (1981) reported internal consistency coefficients as .89, .77, and .74, respectively, for 
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the EE, DP, and PA subscales of the MBI-HSS based on scores from a sample of human service 
personnel. 
Despite its widespread use, the MBI-HSS has been subject to criticism relating to its 
conceptualisation (Kristensen et al., 2005). For example, as previously noted, the definition of 
burnout according to Maslach and colleagues suggests burnout is characterised by the 
simultaneous occurrence of emotional exhaustion, depersonalisation and a lack of personal 
accomplishment. However, Maslach et al. (2017) suggest the three subscales of burnout (EE, DP 
and PA) should be measured independently, and factor analyses have confirmed them as three 
distinct and different dimensions. Kristensen et al. (2005) propose caution should be applied 
when interpreting research that claims to provide an overall burnout score as the three 
different components should be studied independently.  
In 1986, Maslach and Jackson proposed cut-off scores for each subscale to identify 
individuals with high, moderate, and low levels of burnout. These were derived from dividing 
the normative sample into three equal-sized groups, identifying the 33rd and 66th percentiles. 
However, caution against the use of cut-off scores for diagnostic purposes was also proposed 
(Maslach & Jackson, 1986; Maslach et al., 2017). Despite this, the publication of cut-off scores 
has served as a motivating factor for their use in the classification of burnout. For example, in a 
systematic review assessing prevalence of burnout in emergency department nurses, 
Adriaenssens, De Gucht and Maes (2014) noted the cut-off scores that indicate burnout on the 
MBI-HSS subscales for mental health workers, proposed by Maslach and Jackson (1986), are: EE 
≥ 21, DP ≥ 8, PA ≤ 28, and used these cut-off scores to evaluate the prevalence of burnout 
within a nursing population. 
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Another validated measure of burnout frequently used with healthcare professionals is 
The Copenhagen Burnout Inventory (CBI), developed in response to criticisms of the MBI-HSS 
(Kristensen et al., 2005). The CBI has been translated into many different languages and has 
been used internationally in a range of services and professional groups. This generic measure, 
unlike the primary version of the MBI, was designed to have utility across different professional 
domains. The authors propose fatigue and exhaustion are at the core of burnout, with an 
additional key feature being “the attribution of fatigue and exhaustion to specific domains or 
spheres in the person’s life” (Kristensen et al., 2005, p. 197).  
The CBI is a 19-item measure containing three categories: personal burnout, work-
related burnout and client-related burnout. Higher scores indicate higher levels of burnout, 
with overall burnout being indicated by a total CBI score ≥ 50. The personal burnout scale 
measures the degree of physical and psychological fatigue and exhaustion experienced by a 
person regardless of whether the person is working or not. The work-related burnout scale 
measures the degree of physical and psychological fatigue and exhaustion related to work. The 
client-related burnout scale measures the degree of physical and psychological fatigue 
experienced by people who work with recipients in human services and is applicable to people 
who work with ‘clients’. The three scales have been shown to have high reliability for use in 
various populations, with Cronbach’s α scores of .87 for the personal burnout scale, .87 on the 
work-related burnout scale and .85 on the client-related burnout scale (Kristensen et al., 2005). 
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Prevalence, Associations and Implications of Burnout in Healthcare Professionals 
There is considerable evidence proposing the presence of burnout among healthcare 
professionals, including clinical psychologists (Cushway & Tyler, 1994); nurses (Adriaenssens et 
al., 2015); and physicians (Gregory, & Menser, 2015), affecting those employed in a range of 
healthcare settings, including intensive care units (van Mol, Kompanje, Benoit, Bakker & 
Nijkamp., 2015); oncology services (Eelen et al., 2014); and correctional facilities (Lambert & 
Paoline, 2008). 
A variety of personal factors have been associated with an increased risk of burnout in 
healthcare professionals, including low self-esteem and neuroticism (Maslach et al., 2001). 
Additionally, as discussed, depressive symptoms have been observed in individuals presenting 
with burnout. Bianchi, Schonfeld and Laurent (2014) noted that up to 90% of the individuals 
experiencing burnout (n = 67) met criteria for a provisional diagnosis of depression. Burnout 
has also been associated with increased risk of suicidal ideation in medical students (Dyrbye et 
al., 2008) and anaesthesiologists (Özkan, Karaman, Öztürk, Ahun, & Selmi, 2015). 
As well as the undesirable personal impact, burnout among healthcare professionals has 
been found to have a negative impact upon patient care (Rothenberger, 2017). Correlations 
with negative effects that may impact patients have been identified, including reduced quality 
of patient care (Hall, Johnson, Watt, Tsipa & Connor, 2016; Williams, Manwell, Konrad, & 
Linzer, 2007), decreased patient satisfaction (Vahey, Aiken, Sloane, Clarke & Vargas, 2004), and 
increased errors (Fahrenkopf et al., 2008). At an occupational and wider societal level, there are 
significant economic impacts associated with healthcare professional burnout, as indicated by 
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data on absenteeism (Borritz et al., 2006), presenteeism (Demerouti, Le Blanc, Bakker, 
Schaufeli, & Hox, 2009) and staff turnover (Leiter & Maslach, 2009; Johnson et al., 2018). 
Burnout in psychotherapists has been explored since the early 1980’s. At this time, 
Farber and colleagues focussed on the level of burnout, satisfactions, stresses and personal 
effects of psychotherapeutic work in a range of psychotherapists, including professional 
psychologists. They proposed that while a career as a psychotherapist is perceived as fulfilling, 
it may also generate professional and personal strains (Farber, 1983a; Farber 1983b; Farber & 
Heifitz, 1981; Farber & Heifitz, 1982). For clinical psychologists, it has been reported that 
burnout is more likely in younger individuals and females (e.g. Cushway & Tyler, 1994; Martin-
Johnson, 2016). In addition to the challenges related to clinical work, specific organisational and 
systemic factors have been associated with practitioner psychologist burnout. For example, 
Rupert and Morgan (2005) highlighted that clinical and counselling psychologists frequently 
practice in settings with high systemic pressures, including limited resources and excessive 
administrative demands. The current review examines the literature relating to such 
associations.  
It is important to note that despite the implications and associations between burnout 
and a number of factors, it is impossible to fully determine causality because of the inability to 
control potential confounding variables, or the direction of influence.  
 
Objectives  
There is a relative dearth of research investigating burnout among practitioner 
psychologists in comparison to burnout among other medical professionals (e.g. nurses and 
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physicians). Considering the potential impact of burnout for healthcare professionals, 
patients/clients and the wider society, the purpose of the current review was (1) to identify 
prevalence of burnout in practitioner psychologists working within a clinical setting, irrespective 
of patient/client group and country of practice and (2) to identify specific personal and work-
related correlates of burnout within this population. 
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Method 
The systematic review was conducted in accordance with the Preferred Reporting Items 
for Systematic Reviews and Meta-Analyses (PRISMA) statement (Moher, Liberati, Tetzlaff & 
Altman, 2009) to ensure reporting standards were adhered to.  
 
Search Strategy  
A literature search was conducted on four electronic databases in March 2018 (see 
Table 1). Publication year was restricted only by individual database limits. Initial scoping of 
published systematic reviews and literature identified commonly used search terms for 
inclusion.  
The title ‘psychologist’ is not a protected title within the UK, whereas practitioner 
psychologist and registered psychologist are, and those using these titles are required to be 
registered with the Health Care Professionals Council (HCPC). In addition to these generic titles, 
there are seven domain specific titles used by individual HCPC registered psychologists: clinical 
psychologist, counselling psychologist, educational psychologist, forensic psychologist, health 
psychologist, occupational psychologist and sport and exercise psychologist. Internationally, 
practitioner psychologists may alternatively use the titles: licensed psychologist or professional 
psychologist. Considering the professional titles and inclusion criteria (see below), the following 
search terms were used:  
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“clinical psychologist*” OR “counsel* psychologist*” OR psychologist* OR "practitioner 
psychologist*" OR “psychological practitioner*” OR “registered psychologist*” OR “forensic 
psychologist*” OR “health psychologist*” OR “health psychologist*” OR “occupational 
psychologist*” NOT “school psychologist*”) AND (burnout OR “burn* out” OR “burn out” OR 
“stress”. 
The terms were searched in title, abstract, heading word, keyword, topic or key concept. 
Owing to some terms being commonly used within literature, for example, psychologist, some 
terms were limited to being present in article title and/or abstract only. Where possible the 
term “school psychologist” was excluded from the search terms owing to the volume of 
research within this population. Additionally, although educational psychologists and sports 
and exercise psychologists are practitioner psychologists, these terms were not used within the 
searches due to these professionals not working in clinical settings. For an example of full 
search terms used in PsycINFO see Appendix B. 
 
Table 1 
Electronic Database Searches and Identified Records 
Database Records identified 
PsycINFO (1806 – March 2018) 768 
ASSIA (1987 – March 2018) 132 
Web of Science (1900 – March 2018) 325 
Scopus (1823 – March 2018) 487 
Total (N) 1712 
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Inclusion and Exclusion Criteria 
This systematic review included studies that (1) were quantitative studies with a cross-
sectional design (to examine prevalence of burnout) (2) reported at least the prevalence of 
burnout, (and specific personal and/or work-related correlates where appropriate) in qualified 
practitioner psychologists (job titles: clinical psychologist, counselling psychologist, forensic 
psychologist, health psychologist, occupational psychologist, practitioner psychologist, 
registered psychologist), working with clinical populations (3) utilised a validated quantitative 
measure of stress or burnout (4) were published research (excluding case-studies, theses, book 
chapters and manuals), in English language.  
Studies were excluded if (1) practitioners were employed within education, sporting or 
research settings (non-clinical) (2) studies included professionals other than practitioner 
psychologists (3) studies assessed vicarious trauma, secondary trauma or emotional distress 
(e.g. depression and anxiety) and not burnout.  
 
Study Screening and Selection 
Following the removal of duplicate records (n=593), the titles and abstracts of identified 
records (n= 1119) were screened by the researcher to identify relevant articles. Full texts were 
obtained for records where it was unclear if the study met the inclusion criteria from the 
abstract alone (n= 14). Six studies were subsequently excluded, resulting in eight studies for 
inclusion. Reference lists for those articles which matched the inclusion criteria were also 
examined for additional relevant studies. Five additional articles were identified within 
 
 
24 
 
reference lists and assessed for potential inclusion. However, none of these articles met the 
inclusion criteria. A diagram of the systematic review selection process and reasons for removal 
of records is shown in Figure 1. 
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Figure 1 
PRISMA flow diagram indicating the literature search procedure, study screening and selection 
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Quality Assessment  
There is no single recommended approach for assessing the quality of cross-sectional 
studies (Centre for Reviews and Dissemination, 2009). Commonly used critical appraisal tools 
were not deemed to be appropriate for use in this review because of the inclusion of 
inappropriate or insufficient criteria. Therefore, to ensure an appropriate tool was used, the 
methodological quality of the eight selected studies was evaluated using a quality assessment 
tool developed by the researcher (Appendix C). This assessment tool was based on criteria of 
importance identified by Greenhalgh and Brown (2014, cited in Boland, Cherry & Dickson, 2014) 
and The Joanna Briggs Institute guidelines for cross-sectional and prevalence studies (The 
Joanna Briggs Institute, 2016; 2017), and was designed to evaluate the quality of the included 
studies based on a numerical scoring system.  
The tool assessed 11 aspects of each study including design, sampling and population, 
validity of measures, analysis and discussion of findings and conclusions drawn. For each of the 
11 criteria, each study was given a score of 2 if a criterion had been fully addressed and clearly 
reported; 1 if a criterion had been partially addressed or reporting was unclear; and 0 if a 
criterion was not addressed, poorly addressed or not applicable. Each study was given a total 
score based on the sum of the scores from each of the 11 criteria enabling clear differentiation 
between higher and lower quality studies. Table 2 shows the quality assessment scores for each 
study included in the review. High scores indicated a higher quality methodology based on the 
assessment tool criteria.  
 
 
27 
 
Both human error and bias are possible when one reviewer screens studies. Therefore, 
the primary researcher conducted quality assessment and data extraction for all studies and 
additionally an independent reviewer conducted a quality assessment of 2 papers (25%). Any 
discrepancies between the two reviewers were discussed and an agreement was reached. All 
eligible studies were included in the review, regardless of the quality score they received.  
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Table 2  
Quality Rating Assessment Results 
 Aims/ 
hypotheses 
Represen- 
tative 
sample 
Inclusion/ 
exclusion 
criteria 
Recruit-
ment 
Sample 
size 
Response 
rate 
Measure 
quality 
Missing 
data 
Analysis  
and  
results 
Conclu-
sions 
Future 
research 
Total 
quality 
score 
Ackerley, Burnell, 
Holder & Kurdek 
(1988) 
 
1 1 2 2 1 1 1 0 2 2 1 14 
Berjot, Altintas, 
Grebot & Lesage 
(2017) 
 
1 1 2 2 2 0 2 0 2 1 1 14 
Di Benedetto & 
Swadling (2014) 
 
2 1 1 1 1 0 2 2 2 2 2 16 
D’Souza, Egan & 
Rees (2011) 
 
2 1 1 1 2 0 2 0 2 2 0 13 
Emery, Wade & 
McLean (2009) 
 
2 1 1 2 1 2 1 1 2 2 2 17 
Rupert & Kent 
(2007) 
 
1 1 2 2 1 2 1 0 2 1 2 15 
Rupert & Morgan 
(2005) 
 
1 1 2 2 1 1 1 1 2 1 0 13 
Rupert, 
Stevanovic & 
Hunley (2009) 
2 1 2 2 1 2 2 1 2 2 2 19 
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Results 
Data Extraction 
Data extraction and quality assessment were conducted at separate time to reduce 
“data extraction bias” (Petticrew, & Roberts, 2008, p.155), in which the reviewer may extract 
information while applying differential judgements of quality or methodological adequacy in 
accord with their own views. A meta-analysis of results was not feasible because of 
inconsistencies in methodology, measures and the reporting of results. Therefore, a critical 
appraisal of the studies was conducted in a narrative synthesis format.  
 
  
Quality Assessment 
Overall, all studies were of an average quality. A total quality score for each study, 
enabling comparison between studies, is provided in Table 2. However, each quality criterion 
may be considered differentially important and therefore a weighting method may be more 
appropriately utilised to calculate total quality scores. This method risks additional bias without 
appropriate validation due to subjectivity. Therefore, for this review, the scores provide a 
broad, but non-validated, overview of study quality. Based on the quality assessment tool 
created, the studies considered to be of highest quality were: Emery et al. (2009) and Rupert et 
al. (2009) and lowest quality were: D’Souza et al. (2011) and Rupert and Morgan (2005). 
Participant recruitment was conducted via a range of methods, including random 
mailing to members of professional bodies (Ackerley et al., 1988; Rupert & Kent, 2007; Rupert 
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& Morgan, 2005; Rupert et al., 2009) and professional registers (Di Benedetto & Swadling, 
2014; Emery et al., 2009). Some participants were also recruited via ‘word of mouth’ and 
‘professional acquaintances’ (Berjot et al., 2017; Di Benedetto & Swadling, 2014; D’Souza et al., 
2011). 
No studies fully reported the representativeness of the study sample, meaning 
generalisability of findings should be made with caution. Additionally, many studies did not 
sufficiently explain the management of missing data and three studies did not report response 
rate. No papers described the characteristics of psychologists that were approached to 
participate in the study but chose not to.   
Three studies (Ackerley et al., 1988, Berjot et al., 2017, Di Benedetto & Swadling, 2014) 
reported the percentage of participants that presented with differing levels of burnout, based 
on norms for mental health professionals proposed by Maslach and Jackson (1986) or 
Kristensen et al. (2005). The remaining studies reported mean burnout scores, with Rupert and 
Kent (2007) and Rupert and Morgan (2005) reporting the level of burnout associated with mean 
scores.  
The majority of the studies were balanced in the reporting of conclusions, 
acknowledging limitations, including participant representation and methodological issues. 
Areas for future research were fully addressed in four studies (Di Benedetto & Swadling, 2014; 
Emery et al., 2009; Rupert & Kent, 2007; Rupert et al., 2009) and partially addressed or omitted 
by the remaining half of the studies.   
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Characteristics of Included Studies 
Characteristics of reviewed studies are summarised in Table 3. Studies were conducted 
between 1988 and 2017. All studies had a cross-sectional design and were peer-reviewed 
publications. Four studies were conducted in the USA., three in Australia and one in France. All 
participants were professional psychologists. Professional titles varied between studies; 
‘licenced psychologist’, ‘professional psychologist’, ‘registered psychologist’, ‘clinical 
psychologist’ and ‘counselling psychologist’. All participants worked within clinical settings in a 
range of services. 
Sample sizes ranged from 87 to 664 participants. Response rates were detailed in five of 
the eight studies, ranging from 35.4% to 49.6%. The distribution of age and years of experience 
were fairly consistent across studies. However, the distribution of gender ranged from 27% to 
90.1% female (see Table 3). 
All studies utilised a validated measure of burnout, either the MBI-HSS (Ackerley et al., 
1988; Berjot et al., 2017; Emery et al., 2009; Rupert & Kent, 2007; Rupert & Morgan, 2005; 
Rupert et al., 2009) or the CBI (Di Benedetto & Swadling, 2014; D’Souza et al., 2011). Berjot et 
al., 2017 utilised the French-Canadian Version of the MBI, validated in the French language 
(Dion & Tessier, 1994).  
 
Summary of Main Findings 
Table 4 provides a summary of results from the eight included studies. 
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Table 3 
Study Characteristics  
 
Authors 
(year) 
 
Country of 
study 
Sample size 
(% 
response 
rate) 
 
Profession 
(%) 
Work setting (%) % 
Female 
Participant age 
 
Years of 
experience 
 
Burnout measure 
Ackerley et 
al. (1988) 
 
USA 
562 (35.4) 
 
 
Licensed 
psychologists 
(100) 
Private practice (61) 
Psychiatric hospital 
(10) 
Community centre (7) 
Outpatient clinic (7) 
General hospital (6) 
Other (9) 
 
 
27 M = 44.2 years 
 
SD = 8.5 
 
Range = 31-72 
M = 18.8 years 
 
Range = 1-43 
 
MBI (1986) 
 
 
Berjot et 
al. (2017) 
 
France 
 
664 
(NR) 
 
 
Professional 
psychologists 
(100) 
Public hospital (43.7) 
Non-profit 
organisations (20.9) 
Governmental 
organisations (10.7) 
 
 
90.1 M = 35.4 
 
SD = 9.83 
 
 
 
M = 8.01 French- Canadian 
version MBI-HSS 
(Maslach et al., 
1996) French 
translation (Dion & 
Tessier, 1994) 
 
Di 
Benedetto 
& Swadling 
(2014) 
 
Australia 
 
 
167 
 
(NR) 
 
Registered 
psychologists 
(100) 
Private practice (52.1) 
Public sector (47.9) 
86.8 M = 42.47 years 
 
SD = 11.64 
 
Range = 24-68 
NR CBI (Kristensen et 
al., 2005) 
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Authors 
(year) 
 
Country of 
study 
Sample size 
(% 
response 
rate) 
 
Profession 
(%) 
Work setting (%) % 
Female 
Participant age 
 
Years of 
experience 
 
Burnout measure 
D’Souza et 
al. (2011) 
 
Australia 
87 
 
(NR) 
 
 
Clinical 
psychologists 
(100) 
Both public sector 
and private practice 
(95%) 
86 20-30 years (21%) 
31-40 years (37%) 
41-50 years (23%) 
51-60 years (12%) 
60+ years (7%) 
1-5 years (39%) 
6-10 years (29%) 
11-15 years (14%) 
16-20 years (6%) 
Over 20 years (12%) 
 
CBI (Kristensen et 
al., 2005) 
Emery et 
al. (2009) 
 
Australia 
 
190 
(39) 
 
 
 
 
Clinical 
psychologists 
(100) 
Government (45.3) 
Non-government 
(2.1) 
Private practice (28.4) 
Government and 
private practice (18.4) 
Non-government and 
private practice (5.3) 
 
 
71.6 20-29 years 
(17.4%) 
30-39 years 
(26.3%) 
40-49 years 
(25.3%) 
50-59 years 
(21.1%) 
60+ years (9.5%) 
< 5 years (31.1%) 
5-9 years (24.7%) 
10-14 years (13.7%) 
15-19 years (10%) 
20+ years (20.5%) 
MBI-HSS (Maslach 
et al., 1996) 
Rupert & 
Kent 
(2007) 
 
USA 
595 
(49.6) 
 
 
 
 
Clinical 
psychologists 
(83.2) 
 
Counselling 
psychologists 
(16.8) 
 
 
Solo independent  
practice (57.31) 
Group independent  
practice (15.97) 
Agency (25.71) 
N/A† (1.01) 
 
 
 
 
 
 
 
58.3 M = 51.98 
 
SD = 8.21 
M = 17.91 
 
SD = 8.07 
 
 
MBI-HSS (Maslach 
et al., 1996)  
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Authors 
(year) 
 
Country of 
study 
Sample size 
(% 
response 
rate) 
 
Profession 
(%) 
Work setting (%) % 
Female 
Participant age 
 
Years of 
experience 
 
Burnout measure 
Rupert & 
Morgan 
(2005) 
 
USA 
 
 
571 
(47.6) 
 
 
 
Clinical 
psychologists 
(80) 
 
Counselling 
psychologists 
(20) 
Solo independent  
practice (47.98) 
Group independent  
practice (26.62) 
Agency (22.77) 
NA† = (2.63) 
 
 
 
54.3 M= 51.61 
 
SD = 8.27 
 
 
M = 16.93 
 
SD = 7.66 
MBI-HSS (Maslach 
et al., 1996)  
 
 
Rupert et 
al. (2009) 
 
USA 
487 
(40.58) 
Licensed 
psychologists 
(100) 
Agency (20.4) 
Solo independent 
practice (58) 
Group independent 
practice (21.6) 
57.9 
 
 
 
 
M = 54.1 
 
SD = 7.9 
 
M = 19.6 
 
SD = 7.8 
 
MBI-HSS (Maslach 
et al., 1996)  
 
 
Note. NR = Not recorded; M = mean; SD = standard deviation 
Agency = psychiatric or general hospitals, community centres, outpatient clinics, counselling centres; Private practice = Independent practitioners, not working within 
an organisation; Government = public sector; Solo independent practice = private practitioners not working within an organisation; Group independent practice = 
practitioners working privately within a private group organisation/ as an affiliate/ independent contractor/employee. 
† Respondents checked more than one setting for primary place of work and were therefore not categorised in to one of three work-setting categories 
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Table 4 
Study Aims and Findings 
 
Authors 
(year) 
 
Study aim Burnout prevalence Key personal and work-related burnout correlates 
Ackerley et 
al. (1988) 
 
Investigate 
prevalence of 
burnout in 
licensed 
psychologists 
and correlates 
of burnout. 
MBI-HSS: M(SD) % 
burnout 
 
EE:  19.44 (9.31)  
32.7% moderate 
burnout†; 39.9% high 
burnout† 
 
DP:  6.31 (4.48)  
24.7% moderate 
burnout;  
34.3% high burnout† 
 
PA: 42.27 (4.52)  
3.8% moderate 
burnout†; 
0.9% high burnout† 
 
 
 
 
 
 
 
 
 
No significant correlation between gender and EE or gender and PA.  
No significant correlation between years of service and PA. 
 
Those in private practice experienced less EE: F(1, 510) = 4.70, p < .03; less DP F(1, 
510) = 15.86, p < .03; and more PA: F(1, 510) = 43.64, p < .03, than those in the 
public sector. 
 
Significantly higher mean scores on each subscale of MBI compared to the norms 
for mental health workers (Maslach & Jackson, 1986). 
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Authors 
(year) 
 
Study aim Burnout prevalence Key personal and work-related burnout correlates 
Berjot et al. 
(2017) 
 
Investigate 
prevalence of 
burnout 
among French 
psychologists 
and examine 
an alternative 
tool for cut-off 
scores using 
cluster 
analysis. 
MBI-HSS: M(SD) % 
Burnout 
  
EE: 24.50 (9.49) 
63.1 % burnout† 
 
DP: 9.41 (3.80)  
65.5% burnout† 
 
PA:  33.76 (5.13) 
14.6% burnout† 
 
Overall burnout: 10.5%† 
 
 
No correlations reported. 
Di 
Benedetto 
& Swadling 
(2014) 
 
Investigate 
prevalence of 
burnout and 
correlates of 
burnout in 
Australian 
psychologists 
and the role 
of 
mindfulness.  
CBI: M(SD) % burnout 
 
Personal burnout:  
42.37 (19.46) 
35.3% 
 
Work-related burnout: 
34.36 (18.09) 20.4% 
 
Client-related burnout: 
22.65 (17.03) 12.6% 
  
Overall burnout: 33.09 
(16.03) 14.4% 
 
 
Significant negative correlation between years of experience and personal burnout 
(r = −.28**); years of experience and work-related burnout (r = −.20**); years of 
experience and client-related burnout (r = −.25**); and years of experience and 
overall burnout (r = −.28**) 
 
No significant differences in personal burnout, work-related burnout or client-
related burnout between work settings. 
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Authors 
(year) 
 
Study aim Burnout prevalence Key personal and work-related burnout correlates 
D’Souza et 
al. (2011) 
 
Examine 
prevalence of 
burnout and 
correlates. 
Explore 
relationship 
between 
perfectionism, 
stress and 
burnout. 
CBI Burnout: M(SD) 
 
Personal burnout:  
25.89 (15.79) 
 
Work-related burnout:  
33.84 (17.27) 
 
Client-related burnout:  
39.19 (16.23)  
 
Overall burnout: 8%  
 
 
Significant negative correlation between age and client-related burnout (r = -
.25**); age and work-related burnout (r = -.32**); and age and personal burnout (r 
= -.24**), indicating younger age was related to higher burnout.  
 
Significantly higher personal burnout (z = -3.19**) and work-related burnout (z = -
3.16**) in females. No significant gender differences in client-related burnout. 
 
 
Emery et 
al. (2009) 
 
Examine 
prevalence of 
burnout and 
relationship 
between 
demographics, 
workplace 
variables and 
individual 
factors with 
burnout. 
 
 
  
MBI-HSS: M(SD) 
 
EE:  19.2 (8.6) 
DP:  4.3 (4.0)  
PA: 38.9 (5.1)  
 
No association between age and MBI subscales. 
 
Higher levels of EE were significantly associated with being a woman (β = .17*) and 
working primarily for the government (β = - .19*)  
 
Higher levels of DP were significantly associated with working primarily for the 
government (β = -.16*). 
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Authors 
(year) 
 
Study aim Burnout prevalence Key personal and work-related burnout correlates 
Rupert & 
Kent (2007) 
 
Investigate 
prevalence of 
burnout in 
professional 
psychologists. 
Gender and 
work setting 
differences in 
career-
sustaining 
behaviours 
and burnout. 
MBI-HSS: M(SD) 
 
EE: 17.75 (9.16): average 
burnout range 
 
DP:  4.84 (3.76): average 
burnout range 
 
PA: 41.56 (4.88): low 
burnout range 
 
Significant negative correlations between age and all burnout subscales, with older 
participants reporting lower EE (r= -.18**) and DP (r= -.12**), and higher PA (r= 
.12**). 
 
The EE subscale revealed a significant Gender X Work setting interaction, F(2,573) 
= 5.16, p <.006. Women in agency settings reported significantly higher levels of EE 
than women in either solo independent or group independent practice (p < .01). 
Women in group independent practice had the lowest levels of EE. However, no 
significant difference between EE in women in solo independent practice and 
women in group independent practice.  
 
No significant differences in levels of EE for men across work settings.  
 
No significant interactions for DP and PA subscales.  
 
Significant main effect for gender on the DP subscale, F(1, 570) = 12.19, p < .001; 
women reported lower levels of DP than men.  
 
Significant main effect for work setting on the PA subscale, F(2, 556) = 11.38, p < 
.001; respondents in solo independent and group independent practice reported 
higher levels of PA than those in agency settings. 
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Authors 
(year) 
 
Study aim Burnout prevalence Key personal and work-related burnout correlates 
Rupert & 
Morgan 
(2005) 
 
Investigate 
prevalence of 
burnout and 
relationship 
between work 
setting and 
levels of 
burnout 
among 
psychologists.  
MBI-HSS: M(SD) 
 
EE: 19.99 (9.83): average 
burnout range 
 
DP: 5.21 (4.26): average 
burnout range  
 
PA: 41.64 (4.78): low 
burnout range  
 
Significant negative correlation between age and EE (r= -.17**) and age and DP (r= 
-.13**), with older respondents reporting lower EE and DP.  
 
The EE subscale yielded a main effect for work setting, F(2, 544) = 6.65, p < .001, 
with those in solo independent practice reporting lowest levels and those in 
agency settings reporting the highest levels of EE.  
 
Main effect was qualified by a Gender X Work Setting interaction, F(2, 544) = 9.52, 
p < .001. 
Women in agency settings reported significantly higher levels of EE than women in 
either solo independent or group independent practice. Men in group 
independent practice reported significantly higher levels of EE than men in agency 
settings or solo independent practice. Men reported significantly higher levels of 
EE than women in both solo independent and group independent practice, but 
women reported significantly higher levels of EE than men in agency settings. 
 
The PA subscale yielded a main effect for work setting, F(2, 539) = 18.47, p < .001, 
with respondents in solo independent and group independent practice reporting 
higher levels of PA than those in agency settings.  
 
No work setting differences seen in the DP subscale. The DP subscale yielded a 
main effect for gender, F(1, 546) = 8.06, p < .005: with men reporting higher levels 
of DP than women. 
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Authors 
(year) 
Study aim Burnout prevalence Key personal and work-related burnout correlates 
    
Rupert et 
al. (2009) 
 
Examine 
gender and 
work-setting 
differences in 
the 
experience of 
burnout 
among 
psychologists 
and role of 
work-family 
conflict.  
 
MBI-HSS: M(SD) 
 
EE: 16.41 (8.79) 
 
DP: 4.42 (3.69) 
 
PA: 42.59 (4.45) 
 
Age significantly negative correlated with burnout; EE (r = -.22), DP (r = -.18), and 
PA (r =.14)  
 
No significant Gender X Work Setting interactions.  
Significant effect for gender on DP subscale, F(1, 468) = 8.08, p < .005, ɳ2 = .02. 
With men having significantly higher DP scores than women. 
 
Significant main effect for work setting on PA subscale, F(2, 464) = 8.35, p < .001, 
ɳ2 =.04. Respondents in both solo independent and group independent practice 
reported a significantly higher sense of PA than respondents in agency settings. 
 
 
Agency = psychiatric or general hospitals, community centres, outpatient clinics, counselling centres; Private practice = Independent practitioners, not working within 
an organisation; Government = public sector; Solo independent practice = private practitioners not working within an organisation; Group independent practice = 
practitioners working privately within a private group organisation/ as an affiliate/ independent contractor/employee. 
† Cut off scores based on norms for mental health workers within MBI manual (Maslach & Jackson, 1986) 
EE: Emotional Exhaustion; DP: Depersonalisation; PA: Personal Accomplishment 
* p < .05; ** p ≤ .01 
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Prevalence of Burnout 
The MBI-HSS subscale information is detailed in Table 5; range of possible scores for 
MBI-HSS subscales, mean and standard deviation norms based on a heterogeneous group of 
mental health workers (Maslach et al., 2017), and, while observing the lack of diagnostic 
validity, the proposed cut-off scores for mental health workers (Maslach & Jackson, 1986). 
 
Table 5 
MBI-HSS Subscale Information 
MBI-HSS Subscale M (SD) 
(Maslach et al., 
2017) 
Possible score 
range 
Cut-off scores (Maslach 
& Jackson, 1986) 
 
Emotional Exhaustion 16.89 (8.90) 0 - 54 ≥ 21 
Depersonalization 5.72 (4.62) 0 - 30 ≥ 8 
Personal Accomplishment 30.87 (6.37) 0 - 48 ≤ 28 
 
 
All six studies utilising the MBI-HSS reported means and standard deviations for the 
different subscales of burnout. The mean MBI-HSS, EE subscale score ranged from 16.41 
(Rupert et al., 2009) to 24.50 (Berjot et al., 2017), the mean DP subscale score ranged from 4.3 
(Emery et al., 2009) to 9.41 (Berjot et al., 2017) and the mean PA subscale score ranged from 
33.76 (Berjot et al., 2017) to 42.27 (Ackerley et al., 1988). It is notable that the participant 
sample in Berjot et al.’s study (2017) had the lowest mean age of all the participant samples 
within the reviewed studies and overall, indicated the highest level of burnout across all three 
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subscales. Additionally, the majority of studies observed a higher mean score for the EE and PA 
subscales than the means proposed by Maslach et al. (2017) for mental health workers.  
Despite the lack of validity for the MBI-HSS being used as a diagnostic tool, Ackerley et 
al. (1988) and Berjot et al. (2017) reported percentage burnout across the three subscales 
within their studies. However, the cut-off scores used were not provided, reducing the utility of 
this data. For the EE subscale, Ackerley et al. (1988) reported 39.9% of participants were in the 
‘high burnout range’ and 32.7% in the ‘moderate burnout range’ and Berjot et al. (2017) 
reported 63.1% of participants were in the ‘burnout range’. For the DP subscale, Ackerley et al. 
(1988) reported 34.3% in the ‘high burnout range’ and 24.7% in the ‘moderate burnout range’, 
and Berjot et al. (2017) reported 65.5% in the ‘burnout range’. For the PA subscale, where low 
scores are related to higher levels of burnout, Ackerley et al. (1988) reported 0.9% in the ‘high 
burnout range’ and 3.8% in the ‘moderate burnout range’ and Berjot et al. (2017) reported 
14.6% in the ‘high burnout range’. 
Although specific percentages were not reported, Rupert and Morgan (2005) and Rupert 
and Kent (2007) indicated all reported means for each subscale were within the ‘average’ or 
‘low’ range of burnout. Rupert et al. (2009) and Emery et al. (2009) solely reported mean scores 
for each subscale. However, if utilising the proposed cut-off scores (Table 5), the mean scores 
reported did not indicate burnout on any subscale.   
Considering the study quality and participant sample, it is noteworthy that Ackerley et 
al.’s (1988) study sample contained the highest percentage of male participants, whilst Berjot et 
al.’s (2017) sample contained the highest percentage of female participants. 
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Di Benedetto and Swadling (2014) and D’Souza et al. (2011) utilised the CBI (Kristensen 
et al., 2005) to assess prevalence of burnout. The CBI provides a score for each subscale and an 
overall score. Considering study quality assessment, the Di Benedetto and Swadling study 
(2014) scored higher than D’Souza et al.’s study (2011). However, methodologically the studies 
were of a similar quality overall. Mean scores and standard deviations were reported by both 
authors. However, percentages of burnout on each individual subscale were only reported by Di 
Benedetto and Swadling (2014), who reported 35.3% of participants were experiencing 
personal burnout, 20.4% experiencing work-related burnout and 12.6% experiencing client-
related burnout. The mean scores for all burnout subscales were lower in the sample reported 
by D’Souza et al. (2011). Di Benedetto & Swadling (2014) reported 14.4% of the participants 
were in the ‘overall burnout’ range and the remainder in the ‘normal range’, while D’Souza et 
al. (2011) reported 8% of the participants were in the ‘overall burnout’ range and the 
remainder in the ‘normal range’.      
  
Correlates of Burnout 
Seven of the eight studies reported correlates associated with burnout. When 
conducting correlations, Field (2018) proposes a correlation of ±0.1 represents a low 
association between variables; ±0.3, a medium association between variables; and ±0.5 a 
strong association between variables. The degree of shared variance between two variables is 
the square of the correlation coefficient between the variables. Therefore, for example, a 
correlation of 0.3 signifies less than 10% of the shared variance: 0.3 X 0.3 = 0.09 (9%).  
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Age and Burnout 
Six of the seven studies considered the association between burnout and age (Ackerley 
et al., 1988; D’Souza et al., 2011; Emery et al., 2009; Rupert & Kent, 2007; Rupert & Morgan, 
2005; Rupert et al., 2009), five of which utilised the MBI-HSS to assess burnout. Emery et al. 
(2009) found no association between age and any MBI-HSS subscales. However, in contrast, 
four studies reported a low, negative correlation between EE score and age and DP score and 
age, indicating older participants report lower levels of EE and DP (Ackerley et al., 1988; Rupert 
& Kent, 2007; Rupert & Morgan, 2005; Rupert et al., 2009). Two studies also identified a low 
positive correlation between PA score and age (Rupert & Kent, 2007; Rupert et al., 2009), 
indicating older participants report higher levels of PA than their younger counterparts. Emery 
et al.’s (2009) study was one of the higher quality studies, but the sample size was more than 
50% lower than the other studies utilising the MBI-HSS. Additionally, Emery et al.’s (2009) study 
was conducted in Australia, in contrast with the other studies being conducted in the USA. 
Despite the lower quality of the study, D’Souza et al. (2011) supported the findings of an 
association between age and burnout, reporting each CBI subscale was negatively associated 
with age. All age correlations revealed a low correlation between variables, with the 
expectation of age and CBI work-related burnout which indicated a medium association 
(D’Souza et al., 2011). 
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Years in Service and Burnout 
Two of the eight studies investigated the relationship between years in service and 
burnout. Ackerley et al. (1988) reported low negative correlations between EE score and years 
of service and DP score and years of service, but no significant relationship between PA score 
and years of service. Using the CBI to assess burnout, Di Benedetto and Swadling (2014) 
reported stronger, but still low, negative correlations between personal burnout, work-related 
burnout, client-related burnout, overall burnout and years of experience. Both studies propose 
that those with higher levels of experience encounter lower levels of burnout.  
 
Working Hours and Burnout 
The association between total working hours per week and burnout was reported in 
three studies (Rupert & Kent, 2007; Rupert & Morgan, 2005; Rupert et al., 2009). All studies 
found MBI-HSS EE score was positively associated with hours worked. A low positive correlation 
between DP score and hours worked was also reported in the two studies that showed higher 
study quality in the quality assessment process, (Rupert & Kent, 2007; Rupert et al., 2009) but 
not by Rupert and Morgan (2005).  
 
Gender and Burnout 
Associations between gender and burnout were explored with both correlation and 
regression analyses. Ackerley et al. (1998) observed a very low positive correlation between the 
DP score and gender, but no correlations with the other subscales. Despite this small 
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correlation, regression analysis found gender was not a predictor of burnout on any of the 
subscales. Similarly, Emery et al. (2009) found no association between DP or PA and gender. 
However, conversely, conducting regression analysis with burnout as the outcome, observing a 
low association between variables, they reported high levels of EE were significantly associated 
with being a woman.  In contrast, Rupert and Kent (2007) and Rupert et al. (2009) conducted 
analyses of covariance to assess the effect of gender on MBI-HSS subscale scores. Both studies 
reported a significant main effect for gender on the DP subscale, with women reporting lower 
levels of DP than men. Regression analysis also explored the interactions between gender, work 
setting and burnout (see below). 
When comparing mean CBI scores, D’Souza et al. (2011) found females to have 
significantly higher personal burnout and work-related burnout but no significant gender 
differences were observed in client-related burnout mean scores. Considering quality 
assessment in relation to the sample within this study, it is notable that a small sample was 
used, with 86% of participants being female.  
 
Work Setting, Gender and Burnout 
The terminology used to describe work settings differed within the reviewed studies. 
Ackerley et al. (1988), Di Benedetto and Swadling (2014) and Emery et al. (2009), used the term 
‘private practice’ to describe practitioners working independently, not within an organisation. 
In contrast Rupert and Kent (2007), Rupert and Morgan (2005) and Rupert et al. (2009) used the 
term ‘solo independent practice’ to describe such a work setting and the term ‘group 
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independent practice’ to describe practitioners working privately within a group organisation, 
for example as an affiliate, independent contractor or employee.  
Rupert and Kent (2007) reported the EE subscale revealed a significant gender by work 
setting interaction. Main effect was qualified by a gender X work setting interaction. Women in 
agency settings reported significantly higher levels of EE than women in either solo 
independent or group independent practice. Additionally, women in group independent 
practice had the lowest levels of EE. However, these results did not differ significantly from 
those reported for women in solo independent practice. There were no significant differences 
observed in levels of EE for men across work settings. Additionally, no significant gender by 
work setting interactions were observed in the DP and PA subscales.  
In line with Rupert and Kent’s (2007) findings, Rupert and Morgan (2005) reported that 
women in agency settings reported significantly higher levels of EE than women in either solo 
independent or group independent practice. However, in contrast with Rupert and Kent’s 
(2007) findings, men reported significantly higher levels of EE in group independent practice 
than men in agency settings or solo independent practice. In addition, men reported 
significantly greater EE than women in both solo independent and group independent practice, 
but women reported greater EE than men in agency settings. No work setting differences were 
seen in the DP subscale. 
It is important to acknowledge the range of male to female representation within the 
studies investigating the associations and interactions between gender and burnout. Ackerley 
et al.’s (1988) study had a low percentage of female participants (27%), whereas Emery et al.’s 
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(2009) and D’Souza et al.’s (2011) studies had a low percentage of male participants (28.4% and 
14% respectively). Rupert and Kent (2007), Rupert and Morgan (2005) and Rupert et al. (2009) 
samples consisted of an almost 50:50, male to female ratio of participants, indicating a more 
gender-equal sample than in the remaining studies. 
 
Work Setting and Burnout 
Ackerley et al. (1988) reported participants in private practice (solo independent 
practice) experienced lower EE, lower DP and higher PA than those in the public sector, while 
Emery et al. (2009) conducted regression analyses, reporting that working primarily in 
government settings was associated with higher levels of EE and higher levels of DP.  
Rupert and Kent (2007), Rupert and Morgan (2005) and Rupert et al. (2009) reported 
the PA subscale yielded a main effect for work setting, with respondents in solo independent 
and group independent practice reporting higher levels of PA than those in agency settings. 
Additionally, Rupert and Morgan (2005) observed the EE subscale yielded a main effect for 
work setting, with solo independent practitioners reporting lowest levels and agency 
psychologists reporting the highest levels of EE. In contrast to other findings, Di Benedetto and 
Swadling (2014) found no significant differences in personal, work-related or client-related 
burnout between those working in private practice (solo independent practice) and those 
working in the public sector. 
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Discussion 
This review focused on research assessing the prevalence of burnout and personal and 
occupational correlates of burnout amongst practitioner psychologists. The results of eight 
empirical studies, published between 1988 and 2017 were analysed. Overall, all studies 
demonstrated comparable, average methodological quality. 
 
Prevalence of Burnout 
It is unclear within the literature whether the concept of burnout should be classified as 
a psychiatric “disorder” or viewed more on a continuum. The early work of Freudenberger 
(1974) suggested that burnout is positioned as a disorder; either someone is ‘burned out’, or 
not. However, there are currently no binding diagnostic criteria and definitions are not uniform 
across the literature.  Some researchers have used MBI-HSS cut-off scores proposed by Maslach 
and Jackson (1986) to assess rates or prevalence of burnout, with little clinical or diagnostic 
validity. Considering 80% of the studies included in the current review utilised the MBI-HSS to 
assess burnout, the overall prevalence of burnout among practitioner psychologists cannot be 
dependably determined.  
The highest level of burnout, as indicated by mean scores on the MBI-HSS subscales, 
was observed in the sample of French professional psychologists (Berjot et al., 2017). However, 
whether considering the classification of burnout based on ‘high’, ‘medium’ or ‘low’ levels or 
solely on mean scores, there were no consistent findings of levels of burnout across the 
reviewed literature. Of the 80% of studies that utilised the MBI-HSS, a considerable range of 
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mean scores for each subscale was reported. All studies reported higher mean EE and PA scores 
than the mean scores for mental health workers proposed by Maslach et al. (2017).  
When considering the prevalence of burnout determined by those studies which utilised 
the CBI (Kristensen et al., 2005), overall burnout was reported to have been present in 8 to 
14.4% of participants. However, due to only two studies using this measure (Di Benedetto & 
Swadling, 2014; D’Souza et al., 2011), no generalisable conclusions can be drawn. 
 
Burnout Correlates 
Seven of the eight reviewed studies reported factors associated with burnout. Overall, 
low to moderate correlations were observed between burnout and some personal or 
occupational factors, with no strong associations observed. The majority of the associations 
between burnout and other factors were observed within the studies conducted in the USA.  
The four studies conducted in the USA, reported consistent evidence of a low, negative 
association between the MBI-HSS EE subscale and age, and the DP subscale and age, indicating 
older participants report lower levels of EE and DP than their younger counterparts. A negative 
association between PA and age was also noted in two studies (Rupert & Kent, 2007; Rupert et 
al., 2009). D’Souza et al. (2011) also reported that each CBI subscale; personal burnout, work-
related burnout and client-related burnout, was negatively associated with age. However, 
similar findings were not reported within a smaller sample of participants in Australia (Emery et 
al., 2009) and therefore conclusions cannot be drawn within the Australian population. Studies 
reporting an association between burnout and age support previous research suggesting stress 
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and burnout are more frequently observed in younger individuals in USA samples (Cushway & 
Tyler, 1994; Freudenberger, 1975, Martin-Johnson, 2016). 
Additionally, two studies reported a negative association between years in service and 
overall burnout or associated subscales. Although studies did not provide information regarding 
the relationship between age and years of experience, it could be suggested these results 
further reinforce the relationship between age and burnout.  Ackerley et al. (1988) proposed 
that a reduction in burnout with age and years in service may be down to therapists learning to 
conserve their emotional energy over time so as not to feel so exhausted or drained from the 
therapeutic process. More recently, Dorociak, Rupert and Zahniser (2017) explored the changes 
in wellbeing and self-care across the professional lifespan of psychologists. Findings suggest 
that ‘late-career’ psychologists engage in more self-care and ‘early-career’ psychologists report 
higher work-related demands and less professional resources. 
Results from three studies conducted in the USA identified an association between 
working longer hours and higher levels of EE and DP. Barnett, Gareis, and Brennan (1999), 
previously examined the relationship between number of hours worked and burnout within a 
group of coupled physicians. Although an association was found, they proposed that work 
hours by themselves were not necessarily a direct cause of burnout. Instead, they suggested 
the relationship between work hours and burnout is mediated by an individual’s preference for 
certain working hours and the relationship between the individual’s and their spouse or 
partner’s working hours. This highlights the role of individual difference factors which may 
contribute to the associations with burnout and the potential relevance of ascertaining an 
individual’s perceptions and preferences related to such occupational factors. 
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There was inconsistent evidence detailing the association between gender and burnout. 
Methodological inconsistencies, most notably gender-imbalanced samples, mean no firm 
conclusions can be made. However, overall, associations were found between higher levels of 
EE, personal burnout, work-related burnout and being female. But higher levels of DP were 
associated with being male.  
Five of the seven papers reported associations between work setting and burnout. Four 
studies were conducted in the USA and one in Australia. No associations between burnout, or 
associated subscales, and work setting was observed in the Australian study. However, of the 
four studies conducted in the USA, two studies reported that the highest levels of EE and DP 
were observed in those working in public/government settings and four studies reported those 
in private practice (both solo independent practice and group independent practice) reported 
higher levels of PA than those in agency settings or the public sector. Two studies also observed 
that the EE subscale revealed a significant gender by work setting interaction, with women in 
agency settings reporting significantly higher levels of EE than women in either solo 
independent or group independent practice. No additional work setting and gender 
interactions with burnout were consistently reported across these studies.  
Overall, younger and less experienced individuals appear to be at increased risk of 
personal burnout, work-related burnout, client-related burnout, overall burnout, emotional 
exhaustion and depersonalisation of clients.  Additionally, those working in public/government 
settings and those working longer hours also appear to be at increased risk of emotional 
exhaustion and depersonalisation of clients. However, those working in private practice (both 
solo independent practice and group independent practice) appear to demonstrate higher 
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levels of personal accomplishment, than those working in the public sector, government 
settings or agency settings. 
 
Limitations 
This review is restricted by its exclusion of non-English language papers and publication 
bias may exist as a consequence of the exclusion of unpublished grey literature. Furthermore, 
the review is limited by its exclusion of literature not currently indexed and searchable in 
electronic databases, for example, the British Psychological Society Clinical Psychology Forum. 
The use of a non-validated assessment tool could be deemed as a strength of this review, 
considering the tool was designed specifically to address methodological factors relevant to the 
reviewed studies. However, a weighted scoring system may have been most appropriate, giving 
priority to methodological aspects considered to be most important in identifying study quality. 
Despite the identified associations, correlational studies cannot yield any statements 
regarding causation and identify only potential variables that are related to the experience of 
burnout within the studied population. The direction of influence can be determined only for 
fixed categoric variables but not for non-categoric variables and any associations found do not 
fully determine how these variables are related. It has been suggested that person-
environment fit may play a role in the development of burnout (Leiter, Gascón & Martínez‐
Jarreta, 2010; Bakker, Demerouti, & Euwema, 2005). This implies that a complex set of person-
related and work-related variables need to be considered and individual factors should not be 
seen as isolated predictors of burnout. 
 
 
54 
 
It is notable that there was a limited number of studies assessing burnout in practitioner 
psychologists internationally and no studies within the UK were identified through the 
searching methods used. Additionally, many of the reviewed studies exhibited significant 
methodological limitations. For example, 50% of the studies did not explain how missing data 
were managed and no studies explained whether the participant sample was representative of 
clinicians working within the profession or provided information regarding those who chose not 
to participate. Considering these limitations, and the use of different measures and methods of 
analysis, a meta-analysis could not be conducted, and no strong conclusions could be drawn.  
It could be suggested that burnout research is biased towards healthy, working 
individuals. Those who are experiencing high levels of burnout, may not be working and 
therefore may not participate in such research. Therefore, results may provide little insight into 
the true nature of burnout within this population. Additionally, all studies used self-report data 
and no independent verification of the extent of burnout was given.  
The MBI was originally developed by American researchers for use with American 
samples. As previously discussed, it is important to consider the role of culture and social 
context in how burnout is viewed. The findings of this review contradict the suggestion that EE 
and DP are higher in North American samples than in similar European samples (Schaufeli & 
Enzmann, 1998). However, it has been proposed that cross-national comparison of burnout 
should be conducted with caution (Schaufeli & Van Dierendonck, 1995). Health care in Australia 
and the USA is predominantly provided by private medical practitioners through health 
insurance. France, however, has an integrated network of public hospitals and private hospitals, 
with a universal service for every citizen, without a need for health insurance. Considering the 
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different characteristics of health care systems across the world, it could be suggested that 
differences in prevalence of burnout, and associations between organisational factors and 
burnout, would be expected cross-nationally. 
 
Clinical Implications 
As discussed, healthcare professional burnout has been found to have a significant 
impact at personal, patient and organisational levels. Considering this, both individual and 
organisational strategies should be employed to support practitioner psychologist wellbeing 
and avoid burnout. From an organisational perspective, an initial goal should be to 
appropriately monitor the professional wellbeing of psychological practitioners, in order to 
provide interventions at an individual level if necessary.  
On an individual level, practitioner psychologists have an ethical responsibility to ensure 
they are fit to safely perform professional duties, as detailed within professional guidelines, for 
example, the Health Care Professionals Council (2015) Standards of Proficiency for practitioner 
psychologists and the National Law Act (2009).  
Additionally, considering the finding that younger and less experienced individuals are 
at increased risk of dimensions associated with burnout, and Dorociak et al.’s (2017) suggestion 
that early-career psychologists experience lower levels of professional wellbeing relative to 
their more senior counterparts, specific support for younger practitioners may beneficial. 
Barnett and Cooper (2009), suggest that in order to promote practitioner wellbeing, the 
development of self-care strategies should begin as early as possible and should be particularly 
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encouraged during professional training. The importance of ongoing self-care as a core 
competency for practitioner psychologists has been proposed by Barnett and Cooper (2009) 
and Wise, Hersh and Gibson (2012). Practitioner psychologist training courses should promote a 
culture that prioritises practitioner wellbeing, through both organisational values and specific 
initiatives. For example, Norcorss and Guy, (2007) proposed that mentoring programmes could 
be an effective way to support younger practitioners and promote professional and personal 
wellbeing.  
 
Future Research  
The development of validated cut-off scores to identify differing levels of burnout would 
enable a clearer understanding of prevalence levels. Bianchi (2015) and Berjot et al. (2017) 
echoed this, proposing researchers should first agree on clinically valid criteria for assessing 
burnout and only following this, examine the prevalence within specific populations. 
Additionally, Berjot et al., (2017) propose burnout scores should be complemented with clinical 
interviews and subjective observations to assess whether an individual is experiencing burnout.  
Furthermore, cross-sectional studies provide information at one given time. However, 
considering the proposed association between age and burnout and years in service and 
burnout, longitudinal studies should be conducted in future research to enable a more robust 
comparison between early-career practitioner psychologists and those with more experience by 
assessing the same individuals at different time intervals. 
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Conclusions  
This review aimed to establish the prevalence and correlates of burnout in practitioner 
psychologists. Considering the difficulties with classification and measurement of burnout, the 
prevalence of burnout in practitioner psychologists cannot be generalised from the reviewed 
studies. However, the review demonstrates that overall, younger, less experienced practitioner 
psychologists, those working longer hours and those working in public/ government settings 
appear to be at increased risk of burnout and associated dimensions.  
The current review highlights the necessity for robust, generalisable research to be 
conducted within this population in order to draw firm conclusions about prevalence and 
correlates of burnout amongst practitioner psychologists.  
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Abstract 
This paper reports the development and validation of a new measure, the Psychological 
Practitioner Workplace Wellbeing Measure (PPWWM). The 26-item measure contains items 
which reflect a broad range of issues relevant to the unique aspects of workplace wellbeing of 
psychological practitioners. 
The PPWWM was shown to have favourable psychometric properties, including high internal 
consistency (α = .92) and high test-retest reliability (r = . 94, p < .001). Additionally, scores on 
the PPWWM correlate highly with other measures designed to assess work-related stressors, 
satisfaction with life and general health, indicating high construct validity. An exploratory factor 
analysis produced a set of six factors, explaining 61.2% of the variance within the measure: 
professional and organisational; support and flexibility; professional role; physical environment; 
clinical supervision; external personal. It is noted that PPWWM scores were not significantly 
associated with a range of demographic variables, (gender, health/disability, profession, type of 
organisation or contract), but it did correlate significantly and negatively with age.  
Keywords: Wellbeing, measure, assessment, psychological practitioner, practitioner 
psychologist, health professional 
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Introduction 
Healthcare Professional Wellbeing 
The importance of employee wellbeing is increasingly recognised in many professional 
circles. In the United Kingdom (UK), there is a particular growing interest in the wellbeing of 
healthcare professionals. This has been both stimulated and maintained by national reports 
(Boorman, 2009), guidelines (The National Institute for Health and Clinical Excellence (NICE), 
2009; Stevens, 2014) and an increasing evidence base detailing the strong links between 
employee wellbeing, organisational performance and patient outcomes. 
Being in employment has been linked to positive life outcomes and overall wellbeing 
(Chmiel, Brunner, Martin & Schalke, 2012; Glasper, 2010). However, employment is not 
universally beneficial and can also have detrimental effects on an individual’s wellbeing. The 
potential negative impacts have been largely documented in the form of occupational stress. 
The Health and Safety Executive (HSE, 2004a) proposed occupational stress occurs when an 
individual perceives the demands and pressure of their role outweigh their ability to cope. 
There is evidence to suggest that occupational stress is more likely in certain professions, for 
example, those in healthcare professions (Johnson et al., 2005). 
It is important to note however, that the concept of workplace wellbeing is not simply 
associated with occupational stress or conversely the absence of negative symptoms (Schulte & 
Vainio, 2010). NICE (2009, p. 8) propose workplace wellbeing is “determined by the interaction 
between the working environment, the nature of the work and the individual”. O’Donnell et al. 
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(2014) highlighted four factors associated with high levels of workplace wellbeing: (1) 
employees have a clear idea of what is expected of them and how they relate to the wider 
team and organisation; (2) employees have reasonable freedom, autonomy and control over 
how they do their work; (3) employees have support, recognition and reward for their work; (4) 
employees have a reasonable work/life balance.  
There is an abundance of research detailing the strong links between healthcare 
professional wellbeing and the delivery of dignified and safe patient care. For example, the UK 
National Health Service (NHS) Health and Wellbeing Review (Boorman, 2009), commissioned by 
the UK Department of Health (DoH) identified distinct associations between employee health 
and wellbeing and three dimensions of service quality: patient safety, patient experience and 
the effectiveness of patient care. Boorman (2009) highlighted that organisations prioritising 
staff wellbeing show improved patient satisfaction, improved staff retention, lower rates of 
sickness absence and burnout and improved patient outcomes. These findings are also 
evidenced extensively within research literature. For example, there is significant research 
detailing the link between physician stress, burnout and general psychological distress and the 
provision of a reduced quality of patient care (Firth-Cozens, 2001; Gunderson, 2001; Shanafelt, 
Bradley, Wipf & Back, 2002). 
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Psychological Practitioner Wellbeing 
The term ‘psychological practitioner’ used within this study, includes any professionally 
qualified practitioner working in a psychological/psychotherapeutic role.   
The professional and personal demands of psychotherapeutic work have been 
documented for many years (Farber, 1983; Farber & Heifetz, 1981). Psychological practitioners 
are often exposed to significant distress within their role and also frequently face systemic 
pressures, such as limited resources and excessive demands (Rupert & Morgan, 2005). There is 
strong evidence detailing occupational hazards among this professional group (Norcross & Guy, 
2007; Wise, Hersh & Gibson, 2012). For example, Smith and Burton Moss (2009) proposed risk 
factors associated with an impairment in the functioning of psychologists included managing 
the intimate, confidential and non-reciprocal nature of the therapeutic relationship, isolation 
(particularly for those in private practice), patient risk management and a low control and high 
demand work context. As a consequence of the challenges faced, potential personal risks within 
the profession include anxiety, depression, occupational stress, vicarious traumatisation, 
burnout and compassion fatigue (Cushway & Tyler, 1994; Di Benedetto, 2015; Dattilio, 2015; 
Smith & Burton Moss, 2009).  
Particular concerns have been raised about psychological practitioner wellbeing in 
England following the introduction of the Improving Access to Psychological Therapies (IAPT) 
programme. IAPT began in 2008 and was initially introduced with the aim of making evidence-
based interventions for adults with depression and anxiety more accessible. IAPT services have 
a target driven culture, with an expectation of high volumes of client contacts, as many as 45 
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active cases at one time for psychological wellbeing practitioners (DoH, 2009), and many IAPT 
employees are relatively young and inexperienced clinicians (Rizq, 2009). High targets and 
caseloads, low control over work, younger age and less years of experience are all factors that 
have been associated with an increased risk of psychological practitioner burnout (Di Benedetto 
& Swadling, 2014; D’Souza, Egan & Rees, 2011; Lasalvia, et al., 2009; Rupert & Kent, 2007). 
Steel, MacDonald, Schröder and Mellor-Clark (2015) investigated burnout in a sample of 116 
IAPT therapists, utilising the Maslach Burnout Inventory (Maslach, Jackson & Leiter, 1996), 
identifying high levels of emotional exhaustion within this sample, with emotional exhaustion 
being predicted by high work demands and lack of autonomy. 
Following the national roll-out of IAPT services in England, in 2009 the New Savoy 
Partnership (NSP) surveyed the wellbeing of psychological therapies staff and managers in the 
NHS, using a measure based on the European Social Survey (New Economics Foundation, 2009). 
Following this, in 2014, a joint initiative between the NSP and the British Psychological Society 
(BPS) Division of Clinical Psychology (DCP) Leadership and Management Faculty was 
established. Core objectives of the NSP and DCP collaboration included conducting an annual 
measure of workforce wellbeing in psychological services, developing a charter for 
psychological wellbeing, developing a strategic framework and wellbeing tool, and establishing 
a ‘Collaborative Learning Network’ to share good practice and drive the wellbeing agenda.  
In 2014, the NSP and DCP collaborative group disseminated their first national 
workforce wellbeing survey for psychological practitioners to assess general and workplace 
wellbeing. In 2015 and 2016, they further developed the measure, to include some items from 
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the Work-Related Quality of Life scale (WRQoL) (Van Laar, Edwards, & Easton, 2007). Of the 
1227 respondents in 2016, 48% of psychological practitioners indicated they had felt depressed 
‘some of the time’ or more frequently over the previous week, 46% indicated they had felt like 
a failure ‘some of the time’ or more frequently over the previous week and 92% indicated they 
found their job stressful ‘some of the time’ or more frequently (Dosanjh & Bhutani, 2017). 
Despite these concerning results, it is notable that the measures used to assess workplace 
wellbeing were not scientifically validated.  
 
Assessment of Workplace Wellbeing 
Considering the evidence base detailing the association between healthcare 
professional wellbeing and patient care and the impact of low levels of workplace wellbeing on 
individuals and the wider organisation, it is essential that the wellbeing of psychological 
practitioners is monitored and assessed, as recommended by NICE guidelines (2009). To 
ascertain levels of wellbeing, clarity around methods of assessment is essential. However, there 
is widespread variation in organisational measurement of employee wellbeing, with the 
majority of research utilising measures of general wellbeing, job satisfaction, stress, negative 
effect, burnout or quality of working life (Dimotakis, Scott & Koopman, 2011). 
A recent review (Linton, Dieppe & Medina-Lara, 2016) identified 99 self-report 
measures which claim to assess general wellbeing in adults. This highlighted the range of 
different dimensions that are included under the umbrella of wellbeing assessment. Some 
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specific work-related measures have also been developed, including measures to assess stress 
at work (HSE, 2004b) and measures to assess ‘quality of work life’ in business and commercial 
settings (Eaton, Mohr, Hodgson & McPhaul, 2018), and healthcare settings (Van Laar, et al., 
2007). However, none of these measures sufficiently addresses the unique work-related factors 
(Cushway, & Tyler, 1994; Farber, & Heifetz, 1981) associated with the role of a psychological 
practitioner.  
 
Aims 
There are currently no validated tools to specifically measure the subjective workplace 
wellbeing of psychological practitioners. This study aimed to develop and validate a new 
measure: The Psychological Practitioner Workplace Wellbeing Measure (PPWWM). This will 
enable the effective assessment of workplace wellbeing, which in turn may lead to appropriate 
action being taken to support psychological practitioners and to ensure the best care is 
provided to people who access psychological services. 
 
Hypotheses  
It was hypothesised that the PPWWM would show high construct validity as indicated 
by correlations with relevant scales: 
a) A positive correlation between the Health and Safety Executive Management 
Standards Indicator Tool (HSEMS-IT) (HSE, 2004b) and PPWWM 
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b) A positive correlation between Satisfaction with Life Scale (SWLS) score (Diener, 
Emmons, Larsen & Griffin, 1985) and PPWWM score 
c) A negative correlation between General Health Questionnaire (GHQ-12) score 
(Goldberg, 1992) and PPWWM score 
 
It was also hypothesised that the PPWWM would show high internal consistency as 
indexed by Cronbach’s α and item analysis statistics and the PPWWM would show high test-
retest stability as indicated by the correlation between tests at Time 1 and Time 2, 7 to 14 days 
apart. 
Exploratory factor analysis was conducted to determine the latent factors contained in 
the PPWWM. It was hypothesised that common factors with an eigenvalue greater than 1.0 
would be identified (Kaiser, 1960, cited in Field, 2018).  
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Method 
Ethical Considerations 
This study was approved by the Cardiff University ethics committee (Appendix E). All 
participants provided consent to participate at each stage of the survey development. 
 
Data Collection and Storage 
Data collection was conducted using the web-based survey software Qualtrics, with 
password protected access. No identifiable information was obtained, with the exception of 
email addresses from participants wishing to provide these for further participation. Email 
addresses were deleted once the participant had completed their involvement in the study. All 
anonymised data will be stored for 15 years, as per university research protocol.  
 
Phase 1 – Qualitative Interviews 
The development of the measure was conducted in two independent phases. Phase 1 
(McLellan, in submission) aimed to qualitatively identify constructs of psychological practitioner 
general wellbeing. Fifteen, UK based, psychological practitioners participated in semi-structured 
interviews. The transcripts were analysed using thematic analysis, identifying 14 salient 
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constructs, categorised into four key areas, relating to psychological practitioner wellbeing. Full 
details of Phase 1 may be found in McLellan (in submission). 
 
Phase 2 – Measure Development 
The measure development process was informed by the work of DeVellis (2017) and 
consisted of 5 initial stages, followed by the psychometric evaluation of the new measure. 
Participants were recruited via professional acquaintances of the researcher and professional 
networks, including the BPS, DCP and its subsystems, and the Psychological Professions 
Network (PPN) North West (see Appendix F and Appendix G for letters off approval for 
dissemination). At each stage of the measure development, individuals were invited to 
participate if they were currently employed within an organisation (e.g. NHS, independent 
sector, third sector), as a qualified psychological practitioner (including clinical psychologist, 
counselling psychologist, health psychologist, forensic psychologist, high intensity therapist, 
cognitive behaviour therapist, psychological wellbeing practitioner, counsellor, arts therapist, 
psychoanalyst, psychotherapist, family therapist). Individuals working solely in private practice, 
or those who were not professionally qualified, were not eligible to participate. All participants 
were required to provide consent to participate at each stage of the measure development and 
validation. 
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Procedure 
 Stage 1: Item Development 
The researcher created an initial pool of 87 items reflecting the broad conceptualisation 
of psychological practitioner workplace wellbeing. Items were phrased as declarative 
statements with the aim of producing clear and concise items that would elicit unambiguous 
responses relating to each individual construct.  
Items were developed based on workplace wellbeing and quality of working life 
literature (e.g. NICE, 2009; O’Donnell et al., 2014; Stevens, 2014), previously validated 
measures (e.g. Work-Related Quality of Life Scale; Van Laar, Edwards, & Easton, 2007) and the 
14 psychological practitioner wellbeing constructs identified in Phase 1 (McLellan, in 
submission) shown in Table 1. Phase 1 identified one construct relating to personal wellbeing: 
‘personal support from family and friends’. Following a review of the qualitative interview 
quotes related to this construct, it was decided to retain this construct within the measure 
development considering the overlap with workplace factors and the work and personal life 
interface.  
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Table 1 
Phase 1 Psychological Practitioner Wellbeing Constructs  
 
Domains Constructs 
1. Personal support Friends and family 
Colleagues 
Clinical supervision 
Professional management 
 
2. Organisational 
context 
Targets 
Hopefulness/ hopelessness  
Pressure 
 
3. Positive and 
negative job aspects 
Control and autonomy over work 
Feeling valued 
Opportunities to learn 
Physical environment 
Work/Life balance 
 
4. Inter-professional 
agents 
Line-management 
Role clarity 
 
 
  
Stage 2: Item Review  
Psychological practitioners known to the researcher, with a special interest in workplace 
wellbeing, were invited to participate in the item review (12 clinical psychologists and one 
cognitive behaviour therapist). Individuals were contacted via email with information regarding 
the overall aim of the study and an invitation to participate in a focus group to review the initial 
pool of items. A focus group was conducted with five clinical psychologists (38.5% response 
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rate). All participants were employed within the NHS, in adult mental health (n= 1), clinical 
health (n=3) and learning disability (n=1) settings.  
Due to small number of participants in the focus group, a further review of items was 
completed via a web-based Qualtrics survey. Participants were recruited via researcher 
professional acquaintances. Individuals who were unable to attend the focus group (n=8) and 
two members of the Leadership and Management Faculty of the BPS, DCP were contacted via 
email, with an invitation to participate in the survey, seeking qualitative feedback on the initial 
pool of items. Contacted individuals were asked to share the survey within their professional 
networks. Four clinical psychologists completed the survey. Participants were employed in the 
independent sector (n=2) and NHS (n=2), in older adult (n=2), forensic (n=1) and adult mental 
health (n=1) settings, which improved the representation of professionals from a range of 
occupational settings. 
In both the focus group and survey, participants reviewed the pool of 87 items, 
evaluating the relevance of items to their construct, clarity, wording and ambiguity. Items were 
added, adapted or removed based on group consensus. Negatively and positively keyed items 
were included to reduce acquiescence response bias (approximately 70% positively worded). 
Participants deemed there was the need for an additional construct, and related items: 
‘organisational engagement’. This construct was concerned with a sense of inclusion in, and 
belonging to, the organisation and agreement with organisational objectives. It was felt that 
these factors had not been sufficiently addressed within the initially proposed constructs and 
associated items. The pool of items was refined to contain 60 items: four items relating to each 
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of the identified 15 constructs of psychological practitioner workplace wellbeing (see Appendix 
H).  
 
 Stage 3: Construct Review 
A 60-item web-based Qualtrics survey was distributed to professional networks and 
mailing lists to cross-check items with the constructs of psychological practitioner workplace 
wellbeing. Individuals were contacted via email with information regarding the overall aim of 
the study, with an invitation to participate in this stage of the measure development and a 
request to share the invitation to participate within their professional networks. Item order was 
randomised, and participants were required to select a single construct, from the list of 15 
constructs, which they deemed most corresponded with each presented item (4 items per 
construct: total of 60 items).  
It is unknown how many psychological practitioners received the invitation to 
participate in this survey. Twenty-six participants completed the survey: clinical psychologist 
(n=20); counselling psychologist (n=1); high intensity therapist (n=4); arts therapist (n=1). 
Psychological practitioners were employed in a range of occupational settings; clinical health 
(n=4); adult mental health (n=7); learning disabilities (n=8); neuropsychology (n=1); older adult 
(n=2); children and adolescents (n=2); organisational/management (n=2). 
Results enabled the identification of the number of times each construct was selected as 
corresponding with each of the 60 presented items (see Appendix I). Each item was reviewed to 
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assess whether the construct which it had been intended to represent had most frequently 
been chosen by participants. Fifty-six of the 60 items were most frequently matched with the 
intended construct. 
Results indicated that the four items intended to correspond with the ‘professional line-
management’ construct, were most frequently selected to correspond with the ‘line-
management support’ construct. Therefore, these four items were reviewed alongside the 
items intended to correspond with the ‘line-management support’ construct. Of these eight 
items, the four items with the highest frequency agreement with the ‘line-management 
support’ construct were selected for inclusion, removing the remaining four items. Additionally, 
the four items associated with the ‘pressure’ construct were deemed to correspond with a 
range of different constructs, with the ‘pressure’ construct being selected by ≤ 50% of the 
participants for each of the four items. Because of a lack of agreement, these items were 
removed. 
Fifty-two items, relating to 13 constructs of psychological practitioner workplace 
wellbeing, were retained (four items per construct). Constructs: friends and family support; 
colleague support; clinical supervision support; line-management support; organisational 
targets; organisational hopefulness; organisational engagement; work control and autonomy; 
feeling valued; opportunities to learn; physical environment and facilities; work/life balance 
(see Appendix J). 
 
 
 
84 
 
 Stage 4: Ranking of Item Relevance for Inclusion 
A web-based Qualtrics survey was created containing a non-randomised list of each 
psychological practitioner workplace wellbeing construct and the four associated items (see 
Appendix J). This stage required participants to rank the four items associated with each of the 
13 constructs in order of importance/ relevance/ appropriateness for inclusion in the final 
measure, from 1: most important/ relevant/ appropriate for inclusion to 4: least important.  
Members of professional networks, including the PPN North West, were contacted with 
information regarding the overall aim of the study and an invitation to participate in this stage 
of the measure development. Again, participants were requested to share the invitation to 
participate within their professional networks as appropriate. It is unknown how many 
individuals received the invitation to participate.  
Thirty-nine participants completed the survey: clinical psychologist (n=21); counselling 
psychologist (n=4); high intensity therapist (n=8); counsellor (n=3); and psychological wellbeing 
practitioner (n=3). Psychological practitioners were employed in a range of occupational 
settings; adult mental health (n=18); children and adolescents (n=7); older adults (n=6); 
learning disability (n=6); and forensic (n=2). 
For each of the 13 constructs, the four related items received an overall score based on 
participants’ selection of importance (see Appendix K). Lower overall scores indicated items 
being selected for inclusion more frequently. The sum of individual scores for each item and 
descriptive statistics were reviewed. The two items which were deemed to be of most 
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importance/ relevant/ appropriate for inclusion were retained (lowest sum score) and the 
remaining two items were removed (see Appendix L). 
 
 Stage 5: Measure Review 
The order of items was randomised and a draft PPWWM survey was developed (see 
Appendix M). Eight individuals with a special interest in psychological practitioner workplace 
wellbeing (professional acquaintances of the researcher and individuals from the DCP 
Leadership and Management Faculty) were contacted and asked to review the wording of 
statements and time taken to complete the survey. Five individuals participated in this review 
process and no changes to the PPWWM were proposed. The PPWWM was thought to take 
approximately five minutes to complete. 
 
 Finalisation of the Measure 
The final measure (see Appendix M), contains 26 items, based on 13 constructs of 
psychological practitioner workplace wellbeing: 2 items per construct. The measure contains 21 
positively keyed and 5 negatively keyed items. Likert scaling is widely used when measuring 
subjective opinions and was therefore deemed appropriate for this measure. The PPWWM 
contains a 5-point Likert scale for scoring ranging from 1 (strongly disagree) to 5 (strongly 
agree), with a minimum possible score of 26 and a maximum score of 130. Following reverse 
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scoring for negatively keyed items, low scores indicate poor workplace wellbeing, while high 
scores indicate high workplace wellbeing.  
 
Main Study: Psychometric Analysis of the PPWWM 
Sample Size 
There is no single established convention for determining sample size for the 
development of questionnaire evaluation measures. However, some hypotheses utilised 
correlations. Therefore, the assessment of statistical power was conducted using G*Power 
software (Faul, Erdfelder, Lang & Buchner, 2007) to determine the required sample size for the 
correlations. Using an alpha of .05, G*Power estimated a minimum sample size of 153 
participants to detect a small correlation of .2, at a power of .8 (an 80% chance of detecting a 
correlation).  
When conducting a factor analysis, Tinsley and Tinsley (1987) propose a ratio of 5 to 10 
participants per item. Therefore, considering the PPWWM is a 26-item measure, 130-260 
participants would suffice. 
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Participant Inclusion and Exclusion Criteria 
As with earlier stages of survey development, participants met the inclusion criteria if, at 
time of completion of the survey, they were employed in the UK, within an organisation (e.g. 
the NHS, independent sector or third sector) and were a qualified psychological practitioner. 
Participants were excluded if they solely worked in private practice or were unqualified 
professionals, due to different organisational and professional demands associated with these 
populations. Participants were required to be able to communicate in English.  
 
Measures 
A web-based Qualtrics survey was created (Appendix N) and included the 26-item 
PPWWM, an 11-item demographic survey, the HSEMS-IT (HSE, 2004b), Satisfaction with Life 
Scale (SWLS) (Diener et al., 1985) and the 12 item General Health Questionnaire (GHQ-12) 
(Goldberg, 1992).  
To assess the temporal stability (reliability) of the PPWWM, at Time 1 participants were 
given the opportunity to provide their email address if they were willing to be contacted to 
recomplete the survey at Time 2.  Participants who opted to be contacted (n=279), were sent 
the PPWWM seven days after first completion and were required to complete the Time 2 
survey within one week of receipt. Therefore, Time 2 was 7 - 14 days after Time 1.  
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 Demographic Survey 
The demographic questionnaire collected the participant’s profession, type of contract, 
years since professional qualification, years worked since professional qualification, years 
employed in current post, contracted hours, type of employer organisation, pay scale, gender, 
illness and disability and age.  
 
 Health and Safety Executive Management Standards Indicator Tool (HSE, 2004b) 
The UK Health and Safety Executive developed Management Standards (HSEMS) for 
organisations which highlight six discrete but related areas of work design, which if not 
appropriately managed, are associated with poor employee health and work-related stress: 
demands, control, support, relationships, role, and change (for HSEMS development see 
Cousins et al., 2004). Alongside the HSEMS, a self-report measure was developed, the HSEMS-IT 
(HSE, 2004b). This 35-item measure relates to the six key areas of work design/ work-related 
stressors identified in the HSEMS. An exploratory factor analysis approach was used to extract 
factors best representing the HSEMS, indicating seven factors/subscales within the measure: 
demands; control; managerial support; peer support; relationships; role; and change (Cousins 
et al., 2004). These factors have more recently been confirmed by Edwards, Webster, Van Laar 
and Easton (2008) by conducting first-order confirmatory factor analysis using a large sample of 
26,382 employees from 39 organisations in the UK, including 15 NHS Trusts or hospitals.  
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The ‘demands’ factor includes items concerned with workload, work patterns and work 
environment. ‘Control’ refers to how much say an individual has over the way they do their 
work. ‘Peer support’ includes items associated with the encouragement, sponsorship and 
resources provided by colleagues and ‘managerial support’ is similar but concerned with the 
support provided by the organisation and line-management. The ‘relationships’ factor relates to 
promoting positive working to avoid conflict in the workplace and dealing with unacceptable 
behaviour, for example workplace bullying. The ‘role’ factor is concerned with whether 
individuals understand their role and responsibilities within the organisation and whether the 
organisation ensures they do not have conflicting roles. ‘Change’ includes items relating to how 
organisational change is managed and communicated to individuals within the organisation.  
The measure was designed as an accessible resource for organisations and employers, 
to investigate employees’ exposure to work-related stress dimensions. Participants are required 
to indicate the frequency of agreement with each item on a Likert scale ranging from 1 (never) 
to 7 (always). Scores range from 35 to 175 where low scores indicate higher levels of work-
related stressors. To facilitate analysis, survey responses can be compiled into an Excel-based 
Analysis Tool (HSE, n.d.) which provides an overall score and separate scores for the seven 
work-related stressor subscales. 
The overall Cronbach’s α reliability for the HSEMS-IT has been found to be .92 (Edwards, 
Webster, Van Laar & Easton (2008), which indicates high internal consistency (DeVellis, 2017). 
The reliability of each of the seven work-related stressor subscales have also been investigated 
by Cousins et al. (2004) and Edwards et al. (2008) and can be found in Table 2. To the author’s 
knowledge, the test-retest reliability of the HSEMS-IT has not been evaluated. However, the 
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HSEMS-IT has been used in a range of professional settings and has demonstrated good 
construct validity. HSEMS-IT scores have been found to be positively associated with job 
satisfaction and negatively associated with job-related anxiety and depression in a UK health 
and social services trust (Kerr, McHugh & McCory, 2009). 
 
Table 2 
HSE Management Standards Indicator Tool Subscale Reliability 
Work-related stressor 
subscale 
Cousins et al., (2004) 
α 
Edwards et al., (2008) 
α 
Demands .89 .87 
Control .78 .82 
Managerial support .87 .88 
Peer support .81 .82 
Relationships .78 .78 
Role .83 .83 
Change .83 .80 
  
Satisfaction with Life Scale (Diener et al., 1985)  
The SWLS is a five-item self-report measure, designed to broadly assess an individual’s 
global evaluative judgement of their life satisfaction according to their own criteria. Participants 
are required to indicate how much they agree or disagree with each of the ﬁve statements 
using a seven-point Likert scale ranging from 1 (strongly disagree) to 7 (strongly agree). The 
measure provides an overall satisfaction with life score ranging from ﬁve to 35. Scores are 
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differentiated as, 31–35, extremely satisﬁed; 26–30, satisﬁed; 21–25, slightly satisﬁed; 20, 
neutral; 15–19, slightly dissatisﬁed; 10–14, dissatisﬁed; and 5–9, extremely dissatisﬁed. 
The SWLS has been used in a wide range of studies (Pavot & Diener, 2008) including 
those in healthcare settings (Oates, Jones & Drey, 2017) and shows high internal consistency 
with Cronbach’s α coefficient reported to be .85 (Pavot, Diener, Colvin & Sandvik, 1991) and .87 
(Diener et al., 1985). Temporal stability has also been investigated, with the two-month test-
retest correlation coefficient reported as .82 (Diener et al., 1985) and one-month test-retest 
correlation coefficient of .84 (Pavot et al., 1991). Furthermore, the SWLS has been found to 
have a single factor solution (Diener et al., 1985) and has demonstrated good construct validity 
(Pavot & Diener, 2008) with convergent and discriminant measures. For example, strong 
negative associations have been observed between SWLS score and depression and SWLS score 
and negative affect (Larsen, Diener & Emmons, 1985).  
 
 General Health Questionnaire (Goldberg, 1992)  
The GHQ-12 is a self-report, 12-item scale. This shortened version of the original 60-item 
GHQ (Goldberg, 1978), is designed to detect non-psychotic mental health and is commonly 
used worldwide (Werneke, Goldberg, Yalcin & Ustun, 2000). It has been validated to assess 
psychological morbidity for use in clinical and non-clinical populations (e.g. Ruiz, García-Beltrán 
& Suárez-Falcón, 2017) and within healthcare professional samples in the United Kingdom, NHS 
(Hardy, Shapiro, Haynes & Rick, 1999). The scale assesses whether the respondent has 
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experienced a particular symptom or behaviour over the ‘last few weeks’, using a four-point 
scale: less than usual, no more than usual, rather more than usual, or much more than usual. 
Two scoring methods are available for this test: bimodal, where all items are scored as 0 
or 1 and total scores range from 0 to 12, or the four‐point Likert scale, where all items are 
scored from 0 to 3 and total scores range from 0 to 36. Higher scores indicate poorer mental 
health, regardless of scoring method. The four-point Likert scale method was utilised within this 
research because a statistically more acceptable distribution is created with this method (Hardy 
et al., 1999).  
The internal consistency of the GHQ-12, using Cronbach’s α coefficient, has been 
reported to be .90 (Hankins, 2008). Test‐retest reliability values, using Likert scoring, have been 
reported to be .72 (Picardi, Abeni & Paquini, 2001) and .82 (Piccinelli, Bisoffi, Bon, Cunico & 
Tansella, 1993). Furthermore, the GHQ-12 has demonstrated good construct validity. For 
example, a negative association has been observed between high GHQ-12 scores and good 
overall wellbeing (Fat, Scholes, Boniface, Mindell & Stewart-Brown, 2017) and a positive 
association observed between high GHQ-12 scores and depression (Ludin, Hallgren, Theobald, 
Hellgren & Torgen, 2016). 
 
Statistical Analysis  
Data analysis was conducted via the statistical software IBM SPSS® version 23. Prior to 
analysis, the normality of the data was examined by investigating skewness, kurtosis and by 
conducting a Kolmogorov-Smirnov test, to determine whether the assumptions for parametric 
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testing were met. To establish their significance, skewness and kurtosis scores were converted 
to z-scores by dividing the estimates of skew and kurtosis by their standard errors. 
To assess the construct validity of the PPWWM, the associations between PPWWM 
scores and the three additional measures (HSEMS-IT, SWLS and GHQ-12) were conducted. 
Pearson’s correlations, using the bootstrapping module in SPSS, were conducted due to non-
normal distribution of data. The internal consistency of the PPWWM was assessed using 
Cronbach’s α and the temporal stability was assessed using a Pearson’s correlation with 
bootstrapping and a repeated analysis of variance (ANOVA).  
Exploratory factor analysis was used to determine the latent constructs contained in the 
26-item PPWWM. Initially, the factorability of the 26 PPWWM items was examined. The 
Bartlett’s Sphericity Test and the Kaiser-Meter-Olkin (KMO) measure of sampling adequacy and 
an inspection of the correlation matrix were performed to determine whether the data could 
be factored.  
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Results 
Descriptive Data 
In total, 479 responses were obtained. The survey required participants to answer all 
questions with a forced-response setting. Sixty-seven incomplete responses were removed. A 
further 10 responses were removed as a result of participants not meeting the inclusion criteria 
and two responses were removed due to providing over 90% of the same responses to all 
items. The final sample included 400 responses.  The achieved power with this sample size, to 
detect a small correlation of .2 with α set at .05, was .99. Similarly, to detect a very small 
correlation of .1, the achieved power was .64 (Faul et al., 2007). 
Of the 279 participants that were contacted 7 days after first completion of the 
PPWWM, 194 participants (70%) completed the survey at Time 2 within one week of receiving 
the email request (7 - 14 days after first completion). With the exception of the temporal 
stability analysis, data analysis was conducted with the results from the first survey at Time 1 
(n=400).  
 
Participant Demographics 
Key characteristics of the sample are summarised in Table 3. 
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Table 3 
Participant Demographic Information 
Variable  n (%) 
Primary profession 
(N= 400) 
Clinical psychologist 
Psychological wellbeing practitioner 
Cognitive behaviour therapist 
Counsellor 
High intensity therapist 
Psychotherapist 
Counselling psychologist 
Other a 
Forensic psychologist 
Health psychologist 
Arts therapist 
293 (73.25) 
36 (9.00) 
28 (7.00) 
15 (3.75) 
14 (3.50) 
4 (1.00) 
4 (1.00) 
3 (.75) 
1 (.25) 
1 (.25) 
1 (.25) 
 
Contract (N= 400) Permanent 
Non-permanent/fixed term 
Other b  
Bank/zero hours 
363 (90.75) 
31 (7.75) 
4 (1.00) 
2 (.50) 
 
Years since 
professional 
qualification (N= 400) 
Up to 5 years 
5-10 years 
11-15 years 
16-20 years 
21-25 years 
26-30 years 
31-35 years 
36 years or more 
116 (29.00) 
88 (22.00) 
70 (17.50) 
61 (15.25) 
27 (6.75) 
21 (5.25) 
12 (30.00) 
5 (1.25) 
 
Years worked since 
professional 
qualification (N= 400) 
Up to 5 years 
5-10 years 
11-15 years 
16-20 years 
21-25 years 
26-30 years 
31-35 years 
36 years or more 
124 (31.00) 
84 (21.00) 
71 (17.75) 
57 (14.25) 
31 (7.75) 
17 (4.25) 
11 (2.75) 
5 (1.25) 
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Years in current post 
(N= 400) 
Up to 5 years 
5-10 years 
11-15 years 
16-20 years 
21-25 years 
26-30 years 
31-35 years 
246 (61.50) 
84 (21.00) 
45 (11.25) 
18 (4.50) 
4 (1.00) 
1 (.25) 
2 (.50) 
 
Weekly contracted 
hours (N= 400) 
< 7.5 hours 
7.5 - 15 hours 
> 15 hours - 22.5 hours 
> 22.5 hours - 30 hours 
> 30 hours – 37.5 hours 
> 37.5 hours 
4 (1.00) 
14 (3.50) 
55 (13.72) 
78 (19.50) 
223 (55.75) 
26 (6.50) 
 
Organisation type 
(N= 400) 
NHS 
Private/ Independent  
Third Sector/ Charitable 
Equal NHS and non-NHS  
Other c 
354 (88.50) 
24 (6.00) 
10 (2.50) 
3 (.75) 
9 (2.25) 
 
Agenda for Change 
pay scale (n=379) 
Band 4 
Band 5 
Band 6 
Band 7 
Band 8a 
Band 8b 
Band 8c 
Band 8d 
Band 9  
Do not wish to disclose 
5 (1.32) 
28 (7.39) 
31 (8.18) 
70 (18.47) 
110 (29.02) 
52 (13.72) 
52 (13.72) 
22 (5.580 
6 (1.58) 
3 (.79) 
 
Non-Agenda for 
Change pay scale 
(n=21) 
< £10,000 
£10,001 - £20,000 
£20,001 - £30,000 
£30,001 - £40,000 
£40,001 - £50,000 
£50,001 - £60,000 
£60,001 - £70,000 
£70,001 - £80,000 
£80,001 - £90,000 
1 (4.76) 
1 (4.76) 
1 (4.76) 
3 (14.29) 
0 (0) 
3 (14.29) 
2 (9.52) 
2 (9.52) 
4 (19.05) 
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£90,001 - £100,000 
£100,001 - £110,000 
Do not wish to disclose 
1 (4.76) 
1 (4.76) 
2 (9.52) 
 
Participant gender 
(N= 400) 
Female 
Male 
Transgender 
Do not wish to disclose 
324 (81.00) 
73 (18.25) 
1 (.25) 
2 (.50) 
 
Participant age (N= 
400) 
18-24 
25-34 
35-44 
45-54 
55-64 
65-74 
Do not wish to disclose 
5 (1.25) 
83 (20.75) 
142 (35.50) 
117 (29.25) 
46 (11.50) 
3 (.75) 
4 (1.00) 
 
Any long-standing 
illness or disability 
(N= 400) 
Yes 
No 
Do not wish to disclose 
47 (11.75) 
348 (87.00) 
5 (1.25) 
a Other profession: child psychotherapist and systemic family practitioner (n=1), clinical associate in applied 
psychology (n=1), primary mental health practitioner (n=1) 
b Other contract: freelance (n=1), locum (n=2), self-employed in private company working for NHS (n=1)  
c Other organisation: community interest company (n=2), university (n= 2), equal NHS and university (n=2), equal 
NHS and non-NHS (n=3) 
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Data Analysis 
Characteristics of Psychological Practitioner Workplace Wellbeing Measure 
Descriptive statistics for the PPWWM are shown in Table 4. 
 
Table 4 
Psychological Practitioner Workplace Wellbeing Measure Descriptive Statistics 
 N Range Min Max M SD Median Mode 
PPWWM total 
score 
400 82 47 129 93.47 17.67 96 101 
 
Normality 
The testing of normality established the data were non-normal as indicated by a visual 
inspection of the histogram (Appendix O), the z-score of skewness and kurtosis (see Table 5) 
and the significant Kolmogorov–Smirnov test (p= .001). Therefore, Pearson’s correlations with 
bootstrapping tests were used in the subsequent data analyses. Bootstrapping (Efron & 
Tibshirani, 1993) involves estimating the properties of the sampling distribution from the 
sample data and produces percentile bootstrap confidence intervals based on the values 
between which 95% of bootstrap sample estimates fall (Field, 2018). 
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Table 5  
PPWWM Skewness and Kurtosis 
 Skewness  Kurtosis 
 
 Statistic Std. Error z p  Statistic Std. Error z P 
 
Total PPW 
Score 
-.27 .12 2.24 .025*  -.63 .24 2.60 .009* 
* two-tailed 
 
Correlation Analyses 
A Pearson’s correlation with bootstrapping was used to analyse the correlations 
between the PPWWM and other measures. Correlations between the PPWWM and the 
additional measures were all strongly correlated as predicted: PPWWM and HSEMS-IT, r = .88, p 
< .001; PPWWM and SWLS, r = .50, p < .001; and PPWWM and GHQ-12, r = - .55, p < .001. 
 
Internal Consistency PPWWM 
Internal consistency of the PPWWM was assessed using Cronbach’s α, showing high 
internal consistency, α = .92. Internal consistency was also found to be stable with the deletion 
of individual items (Table 6). Additionally, internal consistency was evidenced by the finding 
that the items showed high or moderate corrected item-total correlations (correlations with 
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the total minus that item’s score). Only item 26, which had a reduced range, had an item-total 
correlation < 0.4. 
Item analysis (Table 6) enabled floor and ceiling effects to be evaluated, as indicated by 
item mean and standard deviation scores. All item responses ranged from 1 to 5. An item mean 
score close to 1, with a small standard deviation, would indicate a floor effect and an item 
mean score close to 5, with a small standard deviation, would indicate a ceiling effect. No items 
were found to have floor effects. However, item 26 indicated a high mean score with a small 
standard deviation. Deletion of any individual items had a minimal impact on the overall α 
value, as shown in Table 6.  
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Table 6 
Individual Item Mean and Standard Deviation Scores and Internal Consistency  
 
Item M SD 
Corrected item-total 
correlation 
Cronbach’s α if 
item deleted 
1 3.38 1.38 .54 .93 
2 4.20 .96 .50 .94 
3 3.64 1.19 .66 .93 
4 3.94 .99 .45 .93 
5 3.68 1.22 .65 .93 
6 4.10 .96 .57 .93 
7 3.55 1.13 .65 .93 
8 3.08 1.27 .57 .93 
9 4.03 1.13 .49 .93 
10 4.00 1.12 .58 .93 
11 4.26 .91 .47 .93 
12 2.82 1.22 .65 .93 
13 3.79 1.20 .57 .93 
14 3.56 1.12 .57 .93 
15 2.89 1.33 .53 .93 
16 4.15 .83 .54 .93 
17 3.47 1.22 .49 .93 
18 2.72 1.28 .44 .94 
19 4.02 1.09 .36 .93 
20 3.95 1.22 .64 .93 
21 3.50 1.30 .57 .93 
22 3.67 1.20 .66 .93 
23 2.96 1.31 .56 .93 
24 2.93 1.32 .49 .93 
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25 2.81 1.17 .58 .93 
26 4.41 .75 .37 .93 
 
Internal Consistency of Additional Measures 
An examination of all measures’ internal consistency was conducted using Cronbach’s α, 
showing high internal consistency: HSEMS-IT, α = .93; SLWS, α = .90; GHQ-21, α = .91. 
 
Test-Retest Reliability  
The PPWWM test-retest reliability was assessed with the sample of 194 participants 
after matching data collected at Time 1 and Time 2: 7 to 14 days after Time 1. Pearson’s 
correlation with bootstrapping indicated a strong positive correlation, r = 0. 94, p < .001, 
between PPWWM score at Time 1 (M= 94.56, SD= 18.43) and PPWWM score at Time 2 (M= 
95.95, SD= 16.99) demonstrating high temporal stability. 
A repeated ANOVA with bootstrapping was used to determine whether mean PPWWM 
scores at Time 1 and mean PPWWM scores at Time 2 were significantly different, F (1, 193) =9.38; 
p = .003. Although a significant difference was found, in this large sample, a very small effect 
size was observed, d = .078. Effect sizes of 0.2, 0.5 and 0.8 are considered small, medium and 
large respectively (Cohen, 1988, 1992). 
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Variation in PPWWM Scores 
To explore how much variation in PPWWM scores can be explained by participant 
demographic information, tests to assess Eta (ɳ), F-ratios and Kendall’s Tau-b (Ϯb) were 
conducted, depending on the nature of the data (nominal, interval or ordinal). Due to multiple 
comparisons, a Bonferroni adjustment was required to reduce the likelihood of Type 1 errors. 
After Bonferroni adjustment, α = .05/ 12 = .004.  
Eta analyses and one-way ANOVAs were conducted to measure association between 
nominal data sets and PPWWM scores as shown in Table 7. Kendall’s Ϯb analyses were 
conducted to measure association between ordinal data sets and PPWWM score as shown in 
Table 8. After Bonferroni adjustment across the whole set of 12 comparisons, only age was 
significantly correlated with PPWWM score.   
 
Table 7 
Variation in PPWWM Scores Explained by Nominal Variables 
 
Variable ɳ F (df) Sig. 
 
Primary profession .14 .74 (10, 389) .688 
Type of contract .12 2.04 (3, 396) .108 
Type of organisation .13 1.58 (4, 395) .179 
Gender .12 1.87 (3, 396) .134 
Illness or disability .08 1.41 (2, 397) .246 
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Table 8 
Variation in PPWWM scores Explained by Interval and Ordinal Variables  
 
Variable Ϯb Sig. 
 
Number of years since professional qualification -.08 .015 
Number of years worked since professional qualification -.09 .010 
Number of years worked in current post -.03 .229 
Number of contracted hours per week .05 .085 
Agenda for change pay scale -.07 .025 
Non- Agenda for change pay scale .25 .078 
Age -.10 .003 
 
Exploratory Factor Analysis 
An exploratory factor analysis was conducted to determine the latent constructs 
contained in the 26-item PPWWM. Initially, the factorability of the 26 PPWWM items was 
examined. The Bartlett’s Test of Sphericity and the Kaiser-Meter-Olkin (KMO) measure of 
sampling adequacy and an inspection of the correlation matrix were performed to determine 
whether the data could be factored. 
The data were compliant with the assumptions for factor analysis. A KMO score of .5 is 
considered adequate for factor analysis (Kaiser, 1970 & Kaiser & Rice, 1974) and values 
between .7 and .8 are considered good (Field, 2018). With a KMO score of 0.90, the PPWWM 
was considered suitable for factor analysis. Additionally, Bartlett’s Test of Sphericity indicated 
significance (p> .001). Therefore, the data was considered suitable for factor analysis.  
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An exploratory factor analysis, using Varimax rotation, was conducted. Six factors with 
eigenvalue greater than 1.0 were generated, explaining 61.2% of the variance (Table 9). Factors 
with an eigenvalue greater than 1.0 identify common factors suitable for rotation (Kaiser, 1960, 
cited in Field, 2018). The scree plot was also reviewed to confirm these findings (see Appendix 
P).  
 
Table 9 
Exploratory Factor Analysis Eigenvalues and Rotated Values  
 
Factor 
Initial Eigenvalues Rotation Sums of Squared Loadings 
Total % of Variance Cumulative % Total 
% of 
Variance Cumulative % 
1 9.15 35.21 35.21 4.14 15.91 15.91 
2 1.69 6.50 41.71 3.15 12.10 28.01 
3 1.57 6.05 47.76 2.46 9.47 37.48 
4 1.37 5.28 53.03 2.22 8.53 46.01 
5 1.10 4.21 57.25 2.16 8.31 54.31 
6 1.03 3.98 61.22 1.80 6.91 61.22 
 
  
 
Factor Structure and Item Loadings 
 
There is no commonly agreed definition of what constitutes a low, medium and high 
item communality/loading. Field (2018) highlights, as with all significance tests, that the p-value 
depends on the sample size used, proposing that in very large sample sizes, even small loadings 
will be significant. Tabachnick and Fidell (2014) propose interpreting factors loadings with a 
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value greater than .32, explaining approximately 10% of the variance in the variable, while 
Stevens (2012) recommends interpreting factor loadings with an absolute value greater than .4, 
which explains approximately 16% of the variance. Costello and Osborne (2005) suggest that 
item communalities/loadings are most frequently between .4 and .7 in social sciences research 
and also propose items should have loadings of greater than .4. Considering recommendations, 
within this study, items with factor loadings of .4, or higher, were considered to have good 
communality/loading.  The factor structure (Table 10) was reviewed. All items predominantly 
loaded onto one factor. 
 
Costello and Osborne (2005) propose a factor with less than three items is generally 
unstable or weak. Therefore, Cronbach’s α coefficients were not calculated for each of the six 
identified factors as a result of small numbers of items loading on to some factors. 
 
Factor 1 contained nine items relating to ‘professional and organisational’ aspects, 
concerned with professional autonomy, organisational opportunities and engagement. Factor 2 
contained six items relating to ‘support and flexibility’, concerning items relating to colleague 
and managerial support and control and flexibility over work. Factor 3 contained four items 
relating to a psychological practitioner’s ‘professional role’, including the added value of a 
psychological practitioner and role clarity. Factor 4 contained two items associated with the 
appropriateness and impact of the ‘physical environment’ of the workplace. Factor 5 contained 
two items relating to supportive, containing and safe ‘clinical supervision’. Factor 6 contained 
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three items relating to ‘external personal’ items, concerning external personal support and 
work/life balance.  
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Table 10 
Factor Structure and Item Loadings for the Six Factor Solution of the PPWWM 
 Factor 
Item 1 2 3 4 5 6 
7. I feel I can balance less fulfilling aspects of my job with more enjoyable aspects .48      
8. I cannot see how the service/ organisation in which I work can ever be delivered effectively .67      
10. I am enabled to manage and organise my workload and diary .45      
12. I feel confident the service/ organisation in which I work can adapt to meet future service demands .71      
18. I do not feel included in service/ organisational decisions that affect me .52      
21. My continuing professional development needs are supported .64      
22. I am encouraged and supported to develop my skill-set and knowledge .60      
23. I am expected to reach unrealistic or unattainable targets .57      
25. I feel service/ organisational targets are meaningful .69      
2. I feel I can seek support from my colleagues  .58     
3. I feel a sense of belonging to the service/ organisation in which I work  .53     
4. Flexible working arrangements are supported in my service/organisation  .62     
5. I feel supported by my line-manager to take positive risks without fear of reproach  .70     
6. I work in an environment where my colleagues are caring and supportive towards each other  .57     
20. My line-manager is approachable and responsive  .64     
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11. I am clear of my role in relation to other professionals with whom I work   .68    
14. My colleagues have realistic expectations of my professional role   .54    
16. My colleagues value my professional contribution   .70    
26. My specific skills as a psychological practitioner add value to the team/ service/ organisation   .64    
15. The physical environment and facilities in my workplace enable me to work efficiently and 
effectively 
   .84   
24. The physical environment and/ or facilities in my workplace adversely affect my workplace 
wellbeing 
   .86   
9.The clinical supervision I receive is containing and safe     .88  
13. Clinical supervision meets my support needs     .86  
1. I do not feel there is always someone there for me when I need personal support      .45 
17. I have a good work/ life balance      .68 
19. The personal support I receive from family and/or friends meets my needs      .77 
 
 
 
 
 
110 
 
Discussion 
The aim of this study was to develop and validate a new psychometric measure to 
assess the workplace wellbeing of psychological practitioners. The results indicated the new 26-
item measure has high internal consistency, construct validity and test-retest stability. As 
hypothesised, there were strong, positive correlations between the PPWWM and the HSEMS-IT 
(HSE, 2004b) and the PPWWM and SWLS (Diener et al., 1985) and a strong negative correlation 
between the PPWWM and GHQ-12 (Goldberg, 1992).  
It is notable that the associations between PPWWM scores and SWLS scores (Diener et 
al., 1985) and PPWWM and GHQ-12 scores (Goldberg, 1992), although significant, were lower 
than the correlation between PPWWM and the HSEMS-IT (HSE, 2004b) scores. This would be 
expected due to factors other than workplace wellbeing contributing to life satisfaction and 
general health, further reinforcing the need for a workplace and profession specific measure of 
wellbeing. Despite the PPWWM demonstrating high test-retest reliability, a significant 
difference was observed between PPWWM scores at Time 1 (M= 94.56, SD= 18.43) and Time 2 
M= 95.95, SD= 16.99). However, the effect size was very small and it is possible the significant 
difference was observed due to the large sample size. Alternatively, it is possible that there 
could be a small effect of repeated testing/ practice effect, but this finding requires replication 
to demonstrate its dependability.  
After Bonferroni adjustment, no variance in PPWWM scores was observed based on 
discrete demographic factors, except for age. However, Bland and Altman (1996) proposed 
Bonferroni corrections are highly conservative and can fail to identify significant relationships, 
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particularly when evaluating the associations between different variables in survey-based 
research. If considering the association between PPWWM scores and discrete demographic 
factors without Bonferroni adjustment (α = .05), then additional to age, there were negative 
associations between PPWWM score and years since professional qualification, years worked 
since professional qualification and pay scale. Interestingly, the negative associations observed 
between PPWWM score and age, and PPWWM score and years of experience (without 
Bonferroni adjustment), contrast with findings within burnout literature suggesting younger, 
less experienced clinicians are at higher risk of experiencing burnout. For example, Dorociak, 
Patricia, Rupert and Zahniser (2017) proposed individuals in the first seven years of 
employment since obtaining their doctoral degree, ‘early-career psychologists’, reported higher 
emotional exhaustion, higher work-related demands and less professional resources than ‘late-
career psychologists’, with over 20 years of experience in the field. However, the Dorociak et al. 
(2017) study was conducted in the USA and in general, studies assessing wellbeing are cross-
sectional and therefore age-related trends may reflect country-specific cohort effects rather 
than developmental trends. 
 
Exploratory Factor Analysis  
The PPWWM produced a set of six factors from the data, explaining 61.2% of the 
variance within the measure: professional and organisational; support and flexibility; 
professional role; physical environment; clinical supervision; external personal. It is noteworthy 
that common themes exist in both the PPWWM and the HSEMS-IT (HSE, 2004b). Both measures 
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examine the work environment, control over work or professional autonomy, colleague and 
line-manager support and clarity of professional role within the organisation. However, despite 
some similarities, the PPWWM also addresses aspects specific to the role of a psychological 
practitioner such as clinical supervision, professional opportunities and external personal 
aspects which may influence workplace wellbeing. This would be expected due to the HSEMS-IT 
not being associated with a specific profession and assessing aspects of work design/stressors, 
as opposed to overall workplace wellbeing specific to psychological practitioners. 
 
Item Analysis  
Although overall PPWWM scores were not normally distributed, scores were generally 
well distributed. This implies that floor and ceiling effects for total PPWWM are likely to be 
minimised in practical applications of the measure. However, despite all items obtaining the full 
range of possible responses (1 to 5), item 26: ‘my specific skills as a psychological practitioner 
add value to the team/ service/ organisation’, indicated a particularly high mean score and 
small standard deviation. Furthermore, the deletion of any individual items had a minimal 
impact on the overall internal consistency of the measure and internal consistency of the 
PPWWM was evidenced by the high or moderate corrected-item total correlations. Item 26 
showed the lowest item-total correlation of 0.37. 
For preliminary development of the measure, all items were retained to reflect a broad 
range of aspects of psychological practitioner workplace wellbeing. However, future research 
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examining the utility of the PPWWM within other samples should conduct item analysis and 
particularly consider whether item 26 should be retained. 
 
Limitations and Future Research 
Items reflect a broad range of issues relevant to the unique aspects of workplace 
wellbeing of psychological practitioners. However, due to the small number of items loading on 
to some factors, Cronbach’s α coefficients were not conducted independently for each of the 
six factors. Costello and Osborne (2005) propose a factor with less than three items is generally 
unstable or weak and Field (2018) proposes only accepting reliability of a factor if it contains 
four or more items. Considering this, future research should utilise confirmatory factor analysis 
with an independent sample to further assess the strength of the proposed factor solution.  
A limitation of this study is the lack of assessment of participant ethnicity and 
participant professional responsibilities, for example, clinical, supervisory and managerial. 
These factors may influence workplace wellbeing and future research should assess the 
variation in PPWWM scores and utility of this measure, in relation to a wider range of personal 
and professional variables. Furthermore, despite no significant variance in PPWWM scores 
being observed based on profession or gender, it is notable that the highest percentage of 
respondents were female (81%) and Clinical Psychologists (73.3%) with a relatively small 
representation from other genders or professions. Therefore, further research should also aim 
to assess a more gender-equal sample and further consider other psychological practitioner 
professional groups to ensure the measure is generalisable and cross-validated within these 
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populations. Considering the initial aim of the NSP to assess the workplace wellbeing of 
psychological staff in IAPT services, cross-validation should be prioritised with samples of 
psychological wellbeing practitioners, high intensity therapists and cognitive behavioural 
therapists, who are frequently employed within IAPT services and have been found to have high 
levels of burnout (Steel et al., 2015). The PPWWM may require subsequent modification to 
accommodate additional workplace wellbeing factors associated with these professions. 
Additionally, although no significant variance in PPWWM scores was observed based on 
type of organisation, further research should consider its ecological validity in different clinical 
settings. This will ensure the measure is comparable across different work settings, for example 
adult mental health, child and adolescent and older adult services. Furthermore, any variance in 
PPWWM scores determined by occupational tasks, such as quantity of direct therapeutic work 
(case-load), leadership duties or supervision responsibilities, should be considered. 
Considering this study contained a sample of psychological practitioners employed in 
the UK, generalisability of the measure cross-nationally is not possible at present. Therefore, 
caution should be taken when utilising the measure within non-UK samples. Longo, Coyne & 
Joseph (2017) highlight the structure of wellbeing constructs can vary across cultures. For 
example, Schaufeli and Enzmann (1998) noted that utilising the Maslach Burnout Inventory 
(Maslach & Jackson (1986) North American samples of psychotherapists were found to higher 
levels of emotional exhaustion and depersonalisation than similar European samples.  
The specificity of the measure and the ability to detect changes in workplace wellbeing 
associated with specific events has not yet been assessed. This would be an important area for 
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further research to assess the suitability of the measure for use in longitudinal designed 
research. Additionally, the association between PPWWM scores and non-subjective measures, 
such as absenteeism, staff turnover, productivity and patient care could be considered.  
Implications 
In 2005, Brooks and Anderson proposed there will be continued pressure on the 
healthcare industry to provide ever improving care with the same, or reduced resources and, 
consequently, it is likely this will have a detrimental impact on those providing care.  
Considering the potential detrimental personal, patient and organisational impacts of poor 
workplace wellbeing, it is essential that psychological practitioner wellbeing is appropriately 
monitored (NICE, 2009). It has been acknowledged there can stigma associated with healthcare 
professionals, including practitioner psychologists, acknowledging the need for support within 
the workplace (Walsh and Cormack, 1994). However, if assessment of workplace wellbeing was 
routinely conducted and subsequent appropriate support provided, a cultural shift may occur 
which enables and encourages individuals to openly address such matters. The PPWWM 
provides a tool to formally assess workplace wellbeing and it is hoped the measure will also 
promote an increased dialogue regarding psychological practitioner wellbeing.  
The HSEMS-IT (HSE, 2004b) was named as an ‘indicator tool’ in recognition of the known 
limitations of structured questionnaires and the observation that no individual measure, on its 
own, is sufficient to assess all aspects of work-related stress (Edwards et al., 2008). Similarly, 
while PPWWM scores provide a useful overview of workplace wellbeing, it is advised that the 
measure is not used in isolation. Instead, the measure should be used alongside system-level 
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enquiry and individual assessment of psychological practitioner wellbeing, for example within 
clinical and managerial supervision. The brevity of the PPWWM means it could be incorporated 
into a battery of assessments, assessing a wider number of factors that have been considered in 
previous workplace wellbeing research including general wellbeing, job satisfaction and 
burnout. Furthermore, workplace wellbeing should be seen on a continuum and not as a 
discrete variable. Consequently, no cut off scores have been proposed within this research.  
 
Conclusion 
There are currently no validated tools to specifically measure the subjective workplace 
wellbeing of psychological practitioners. This research contributes to the current literature 
regarding the importance of healthcare professional wellbeing, by providing a valid and reliable 
measure. Additional research is required to further examine the proposed factor solution and 
to ensure the measure is sensitive to change, and valid cross-nationally and cross-
professionally.  
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Introduction 
Paper 3 is a commentary and is not intended for publication. This paper presents a 
critical appraisal of paper 1 and paper 2, including a reflection on the process of conducting the 
research, methodologies used, and conclusions drawn. How this research contributes to the 
evidence base, implications of the findings and suggestions for future research are also 
discussed. Finally, reflections on personal and professional development are offered. 
 
Paper 1: Systematic Review 
Rationale for topic 
A systematic review enables the coherent assimilation of evidence from a variety of 
sources in a well-defined and transparent manner, in order to answer specific research 
questions, critically appraise the findings and draw relevant conclusions (Charrois, 2015). When 
considering a systematic review topic, I was initially guided by the aims of the empirical study 
which I had begun conducting. I hoped to carry out a systematic review which complemented 
the empirical paper and provided evidence-based context for the measure development. 
Initially, scoping searches were conducted on electronic databases (PsycINFO, Web of 
Science) to broadly review the existing literature.  Existing reviews in the area of psychological 
practitioner workplace wellbeing were identified, including those examining: the association 
between healthcare professional wellbeing and burnout, with patient safety (Hall, Johnson, 
Watt, Tsipa & O’Connor, 2016); factors contributing to stress, burnout and job satisfaction and 
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stress management in UK clinical psychologists (Hannigan, Edwards & Burnard, 2004); and 
system level interventions to support healthcare professional wellbeing (Brand et al., 2017).  
Considering the existing research, my first line of enquiry was to identify any existing 
measures relating to employee wellbeing at work utilised within healthcare settings. However, 
as described in paper 2, there is widespread variation in the assessment of workplace and/or 
employee wellbeing and the majority of research in this area has utilised measures assessing 
general wellbeing, job satisfaction, stress, negative effect, burnout or quality of working life 
(Dimotakis, Scott & Koopman, 2011). A number of employee wellbeing or ‘work related quality 
of life’ measures have been developed for use in commercial or business settings (e.g. 
Almarshad, 2015). However, there is a dearth of measures to specifically assess work-related 
wellbeing, or even more broadly, work-related experiences, in healthcare professionals. Two 
measures identified in the literature were the ‘Work-Related Quality of Life’ (WRQoL) scale for 
healthcare workers (Van Laar, Edwards & Easton, 2007), assessing life and job satisfaction and 
the ‘Quality of Nursing Work Life’ measure (Brooks, 2001), assessing four key areas: the work 
life/home life interface; work design; work context; and work world.  
It became clear that there are too few quantitative tools designed to assess aspects of 
workplace wellbeing in healthcare professionals to be able to conduct a systematic review in 
this area. Therefore, I attempted to refine, expand or adapt my research question, considering 
alternative lines of enquiry. For example, I considered the quantitative assessment of general or 
workplace wellbeing of psychological practitioners. This has surprisingly received very little 
attention other than through the New Savoy Partnership (NSP) and Division of Clinical 
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Psychology (DCP) Leadership and Management Faculty annual surveys and was therefore also 
deemed unviable.  
While conducting scoping searches, I was aware of the frequently used term ‘burnout’ 
within literature regarding healthcare professional wellbeing. I therefore initially conducted a 
search relating to prevalence and correlates of burnout in psychological practitioners (any 
professionally qualified practitioner working in a psychological/ psychotherapy profession). This 
yielded over 7000 records across four databases and was thought to be too broad for the scope 
of this review. Therefore, the decision was made to refine the professional criteria and to assess 
prevalence and correlates of burnout in practitioner psychologists. This was deemed to be of 
value to the evidence base and at this time, to my knowledge, there were no other reviews 
reporting solely on the prevalence and correlates of burnout in practitioner psychologists. 
 
Inclusion and Exclusion Criteria 
The systematic review included studies of cross-sectional, quantitative design, reporting 
prevalence of burnout, and correlates where appropriate, utilising validated measures, within 
qualified practitioner psychologists, working with clinical populations.  
Unpublished studies may be of lower methodological quality than published studies 
(Egger, Juni, Bartlett, Holenstein, & Sterne, 2003) and the peer-review process is widely seen as 
increasing the quality of publications (Ware & Monkman, 2008). Therefore, I elected to exclude 
unpublished literature from the review, including academic theses and conference proceedings. 
This decision was made following discussion with my academic supervisor and a University 
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librarian. However, a weakness of this decision is that this could have introduced publication 
bias, as studies with large sample sizes, significant, or more favourable findings are more likely 
to be published (Dwan et al., 2008).  
Another factor which may have created bias in the study selection was a lack of 
resources available allowing me to consider research that was not published in the English 
language. When screening the retrieved abstracts, 12 papers were identified and removed as 
they were unavailable in English. Consequently, potentially relevant studies, published in other 
languages may have fit in the inclusion/exclusion criteria and been overlooked. 
I elected to exclude studies which included professionals other than practitioner 
psychologists within their sample. This was owing to difficulties differentiating results specific 
to different professional groups within such research. Furthermore, studies that included 
practitioner psychologists working in solely non-clinical settings (e.g. research or university), or 
studies which did not state participant professional work setting were excluded from the 
review. This was due to the differing demands placed on psychological practitioners working 
within clinical settings compared to those in research, university or non-clinical settings.  
No date restriction was placed on studies and those reviewed spanned almost three 
decades. This could be deemed to be a limitation of the review considering the role of a 
practitioner psychologist may have changed during this period of time. For example, in the UK, 
in 1977, a report on the role of clinical psychologists in the National Health Service (NHS) was 
conducted (Trethowan, 1977). Trethowan, stated the core skills and roles of clinical 
psychologists were clinical skills, research and teaching. Over three decades later, the DCP 
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stated the core competences of a clinical psychologist are: transferable skills; psychological 
assessment; psychological intervention; audit and evaluation; research; personal and 
professional skills; communication and teaching skills (BPS, 2010). Although these roles and 
competencies may seem to differ minimally, it has also recently been suggested that an integral 
part of a clinical psychologist’s role is to provide consultation and supervision, which may have 
been less formally stipulated historically (BPS, 2015). Furthermore, In England, with the 
introduction of the Improving Access to Psychological Therapies (IAPT) programme, there has 
been a significant rise in the number of practitioners who are trained specifically to deliver 
psychological therapies. In my personal experience, I am aware of many anecdotal reports 
suggesting that since the introduction of IAPT, clinical psychologists are now more frequently 
expected to hold leadership roles with a reduced focus on direct therapeutic work. 
It is noteworthy that not all factors which were examined as potential correlates of 
burnout in the reviewed studies were reported within this systematic review. This was due to 
the aims and scope of the review and the inability to draw valid conclusions based on 
associations reported in only one study. Therefore, the review focused on specific personal 
demographic factors and work-related variables: age and burnout, years in service and burnout, 
working hours and burnout, gender and burnout, and work setting and burnout.   
 
Literature Search 
The literature search was conducted in line with the principles of the Preferred 
Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) Statement to ensure the 
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search was methodical and transparent (Moher, Liberati, Tatzlaff & Altman, 2009). Four 
databases were searched: PsycINFO, ASSIA, Web of Science and Scopus. These databases were 
selected as they contain journals which focus on psychology and social sciences and were likely 
to contain research relevant to this topic.  
Based on the scoping exercises conducted prior to establishing a review question, a list 
of search terms was created. Charrois (2015) proposed when conducting a systematic review, 
that in order to ensure a thorough and complete search of the literature, assistance from a 
librarian, with expertise in the area of systematic reviews, is advised. I therefore contacted and 
met with a University librarian, who assisted with defining the search terms, search strategies, 
and databases to be used. This ensured I had considered all truncations and utilised the 
databases to their maximum potential. 
While conducting the scoping searches, I became aware that research often considered 
the concepts of stress and burnout in conjunction with each other. Considering the overlaps 
within research between these concepts, it was decided the term stress would be searched in 
addition to burnout. However, this term was searched only within the title of articles owing to 
the vast quantity of research conducted in relation to stress, particularly research relating to 
the therapeutic role of a practitioner psychologist, rather than stress within practitioners 
themselves. Furthermore, elements that are thought to contribute to burnout could have also 
been searched independently, for example, emotional exhaustion, depersonalisation and a lack 
of personal accomplishment (Maslach & Jackson, 1981). This could be seen as a limitation of 
the review.  
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When conducting the initial scoping searches, it became apparent that there is an 
abundance of research investigating burnout in school psychologists, particularly in the United 
States of America (USA). Considering the inclusion criteria within this review, where possible, 
based on database parameters, the term ‘school psychologist’ was excluded from the searches.  
A further limitation of this review is that only one individual reviewed the search 
streams. Having two or more reviewers is recommended to enhance objectivity and reduce the 
possibility of errors in the screening process, for example, rejecting relevant studies (Moher et 
al., 2009). 
 
Quality Assessment 
When conducting a systematic review, the methodological quality of included studies 
should be assessed to ascertain the level of bias or error in the study design, conduct and 
analysis (Centre for Reviews and Dissemination; CRD, 2009). It is essential to use an appropriate 
quality assessment tool to ascertain the overall quality of the research (Sanderson, Tatt & 
Higgins, 2007). However, despite there being a wide range of published quality assessment 
tools (Jarde, Losilla & Vives, 2012), following an extensive search, it appeared there are limited 
recommended assessment tools that provide a quality rating score for cross-sectional studies. 
Considering this, I chose to adapt pre-existing tools and developed a new tool and sensitive 
scoring guide based on the criteria of importance identified by Greenhalgh and Brown (2014, 
cited in Boland, Cherry & Dickson, 2014) and The Joanna Briggs Institute guidelines for cross-
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sectional and prevalence studies (The Joanna Briggs Institute, 2016; 2017) (see appendix C for 
tool). The scoring guide was designed to enable quality differentiation for each criterion.  
The benefit of developing a new quality assessment tool was the ability to ensure the 
tool assessed appropriate domains of methodological quality relevant to the design of the 
studies reviewed. However, the use of a non-validated tool could also be deemed a limitation 
of this review, as the content and construct validity and inter-rater reliability are unknown. 
However, to ensure there was no bias in the quality assessment ratings, 25% of the studies 
were reviewed by an independent reviewer. Some minor differences in ratings were observed 
between reviewers. These differences were discussed until a consensus was met. Inter-rater 
reliability could have been conducted, using a Kappa statistical test to further review the 
agreement between reviewers.  
The quality assessment tool was used with awareness that additional limitations may 
exist outside those identified by the tool. However, this method allowed me to consider the 
relative strengths and weakness of each study reviewed. It is not standard practice to exclude 
relevant studies that do not meet certain methodological criteria (CRD, 2009) and therefore all 
studies were retained regardless of quality assessment score.  
A common methodological problem observed in the reviewed studies was that only half 
the studies fully or partially addressed the management of missing data. However, the most 
frequently identified methodological problem, identified in all the studies, was the lack of an 
explanation of the representativeness of the participant sample. Although five of the eight 
studies reported the percentage of respondents, no information was provided regarding those 
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individuals who chose not to participate. As highlighted within the review, it is important to 
note that individuals choosing to participate in burnout-related research may not be a 
representative sample. Karasek and Theorell (1990) described this as the healthy worker effect: 
the underestimation of levels of burnout due to research only targeting relatively ‘healthy’ 
individuals within the working population. Those that are unable to work as a result of poor 
wellbeing or burnout are unlikely to be included in the normative sample, suggesting research 
in this area is likely to underestimate levels of burnout within the profession.  
 
Data Extraction  
A range of measures of burnout and methods of analysis were used within the reviewed 
studies. Therefore, conducting a meta-analysis was not possible and instead a narrative 
synthesis of the literature was conducted. Creating a clearly structured spread sheet to 
combine the data from the reviewed studies, enabled me to filter the data and obtain relevant 
information for this review.  
 
Implications for Theory and Practitioners 
This review highlights fundamental difficulties with ascertaining prevalence of burnout. 
This is due to the lack of a clear definition of burnout and inconsistencies around whether the 
concept should be classified as a psychiatric ‘disorder’ or viewed on a continuum. Despite 
Maslach and Jackson (1986) cautioning against the use of cut-off scores for diagnostic purposes 
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for the Maslach Burnout Inventory-Human Services Survey (MBI-HSS), the publication of cut-off 
scores within their early work has served as a motivating factor for their use. There is a strong 
tendency for many researchers to differentiate between ‘burned-out’ subjects and non 
‘burned-out’ individuals and research often reports on prevalence of burnout using these cut-
off scores. For example, a systematic review of burnout in emergency nurses reported 
approximately 26% of emergency nurses were experiencing burnout (Adriaenssens, De Gucht & 
Maes, 2015). Schaufeli and Van Dierenddonck (1995) propose that in some countries, 
particularly where insurance claims might be involved, there is a strong desire to diagnose 
individuals as ‘burned out’ or not, in order to decide on appropriate ‘treatment’. Therefore, 
caution should also be taken when comparing levels of burnout cross-nationally.  
Regardless of the difficulties ascertaining a clear definition of burnout, the review 
demonstrated that younger and less experienced individuals appeared to be at increased risk of 
personal burnout, work-related burnout, client-related burnout, overall burnout, emotional 
exhaustion and depersonalisation of clients, in comparison with their older or more 
experienced colleagues. Additionally, those working longer hours also appear to be at increased 
risk of emotional exhaustion and depersonalisation of clients. 
The finding that younger and less experienced individuals are at increased risk of 
burnout, and associated dimensions, supports the findings of Dorociak, Rupert and Zahniser 
(2017) who suggest that early-career psychologists experience lower levels of professional 
wellbeing, greater feelings of being overwhelmed by their caseloads and greater perceived 
stress, relative to their more senior counterparts. Considering these findings, it would be 
advisable for both individual and system level strategies to be employed to support newly 
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qualified and early-career psychologists. For example, at a system level, Dorociak et al. (2017) 
and Norcross and Guy (2007) suggest establishing mentoring programmes as an effective way 
to support this professional group and promote professional and personal wellbeing.  
On an individual level, it is important to acknowledge the importance of clinical 
supervision and personal benefits that could be derived from this in relation to personal 
wellbeing. The Department of Health (DoH; 1993) defines supervision as:  
A formal process for professional support and learning which enables individual 
practitioners to develop knowledge and competence, assume responsibility for their 
own practice and enhance consumer protection and safety in complex situations. It is 
central to the process of learning and scope of the expansion of practice and should be 
seen as a means of encouraging self-assessment, analytical and reflective skill. (DoH, 
1993) 
Although there is no legal requirement for practitioner psychologists to engage in 
clinical supervision, it is considered an essential part of good professional practise (BPS, 2008; 
2017). The BPS state their position is “for safe and effective practice in clinical and mental 
health settings, or with other vulnerable groups, supervision is a requirement of practice” (BPS, 
2017, p. 13). The DCP (2014) propose that the amount and frequency of supervision is 
dependent on context, work demands and clinician experience. However, they recommend that 
newly qualified clinical psychologists should have weekly supervision for a minimum of 1 hour, 
mid-career clinical psychologists should have fortnightly supervision for a minimum of 1 hour 
and senior clinical psychologists should have a minimum of 1 hour of supervision per month 
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(BPS, 2014). These recommendations acknowledge the need for increased support for less 
experienced clinicians.  
In addition to the clinical benefits, for example, the support of competency 
development and provision of consultation on client work, clinical supervision should provide a 
space for clinicians to reflect on the personal impact of work and should promote the personal 
responsibility for appropriate self-care and effective coping strategies (BPS, 2017). Supervision 
may also provide an opportunity for clinicians to reflect on their case-load management and the 
number of hours worked, of which the latter has been found to be associated with emotional 
exhaustion and depersonalisation of clients.  
The importance of self-care for practitioner psychologists is frequently addressed within 
literature. For example, Smith and Moss (2009) propose that self-care is the most important 
element in the prevention or diffusing of distress and impairment in professional psychologists. 
Similarly, Barnett and Cooper (2009) propose that attention to ongoing self-care, self-
awareness and self-reflection and the avoidance of maladaptive coping strategies should be 
viewed as essential responsibilities of all professional psychologists. Barnett and Cooper (2009), 
proposed in order to promote a culture of self-care within the profession, developing and 
encouraging self-care strategies should begin as early as possible and should be particularly 
encouraged during professional training. However, in 2006, Munsey surveyed almost 500 
American psychology graduate students, indicating 83% of participants reported that 
educational materials about self-care were not distributed by their training programmes and 
59% believed their training programmes did not informally promote or encourage self-care 
(Munsey, 2006). These findings are concerning and may provide an explanation for Dorociak et 
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al.’s (2017) findings suggesting that early-career psychologists have been found to engage in 
less self-care than late-career psychologists. 
In addition to the importance of self-care, it is essential that practitioner psychologists, 
and in fact all healthcare professionals feel they can seek support within the workplace. 
Although now dated research, Walsh and Cormack (1994) conducted a two-stage study aiming 
to identify both the attitudes and practices of clinical psychologists towards receiving support 
within the workplace. Results identified themes explaining clinical psychologists’ reluctance to 
seek support including: the fear of being a client, the fear of being seen as unable to cope and 
the perceived costs of the support process itself, for example feeling that accepting support 
may create a threat to job security. Attitudes of shame, as well as fears about confidentiality 
and the costs of help seeking have also been reported within medical professionals. For 
example, Chew-Graham, Rogers and Yassin (2003) explored medical students’ attitudes to help-
seeking. They proposed that the avoidance of appropriate help-seeking behaviour in the 
medical profession starts early and is associated with the perception that experiencing any 
difficulties relating to mental health may be viewed as a weakness and impact on future career 
progression.  
It appears there is stigma associated with acknowledging the need for support and a 
culture of ‘not talking’ about personal and professional difficulties. If the monitoring and 
assessment of workplace wellbeing were routinely conducted within healthcare professional 
settings and subsequent appropriate support provided, a cultural shift may occur which enables 
and encourages individuals to openly discuss these matters. Furthermore, the provision of a 
psychologically safe workplace would support the ability to talk openly about difficulties or 
 
 
141 
 
concerns, to seek and receive feedback and take risks without fear of reproach (Edmonson, 
1999).  
Irrespective of the theoretical and classification difficulties surrounding the concept of 
burnout, it is important to keep in mind why there is interest in healthcare professional burnout 
and wellbeing. Ultimately, the issue of practitioner psychologist wellbeing needs to be taken 
seriously, considering the strong links between healthcare professional wellbeing, including 
burnout, and adverse personal experiences, organisational performance and patient outcomes 
(Rao, Bhutani, Clarke, Dosanjh & Parhar, n.d.).  
 
Future Research  
Recommendations for further research are fully outlined in the systematic review. As 
previously discussed, future research should aim to ascertain the representativeness of the 
studied participant sample. Another key area for future research is the use of longitudinally 
designed studies to allow a direct comparison between younger or newly qualified 
psychologists and those with more experience, by assessing the same participants at different 
stages in their careers.  
 
Personal and Professional Reflections 
Completing a systematic review has enabled me to develop my skills of synthesising and 
summarising a large quantity of data and information. I have also developed an appreciation of 
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the need to adopt a clear literature search strategy to enable the effective assessment of study 
inclusion and exclusion. Initially I found it challenging to assimilate the information obtained 
from the quality assessment rating with the results from each study. However, I was reassured 
that this was a common difficulty: Charrois (2015) proposes that often, the main area of 
difficulty for researchers is how to incorporate quality information into the data analysis.  
Conducting the systematic review has also developed my confidence in critically 
reviewing literature and research. In particular, designing a quality rating tool and performing 
the quality assessment, highlighted the significant range in quality of published studies and 
helped inform and guide my execution of the empirical study.   
From a personal perspective, I feel the findings in this review, indicating younger and 
less experienced psychologists may be at risk of higher levels of burnout than their more senior 
colleagues, are unsurprising. I am of the opinion there is a significant transition to manage 
when moving from trainee status to qualified practitioner. With this transition comes a 
considerable increase in personal and professional responsibility, alongside the professional 
development and consolidation of skills learnt throughout training. Furthermore, in my 
personal experience as an observer, clinical supervision for newly qualified clinical psychologists 
is not always undertaken as frequently as recommended and therefore newly qualified 
psychologists may not be receiving the level of support required to manage this transition. 
Considering the findings of this review, I will endeavour to take personal responsibility for 
engaging in self-care, seeking appropriate support as required, both as a newly qualified 
psychologist and throughout my career. 
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Paper 2: Empirical Study 
Rationale for Topic 
I have always had an interest in what motivates people to work in healthcare settings 
and the personal impact of working as a healthcare professional. Prior to starting the Doctorate 
of Clinical Psychology programme, I worked as an honorary research assistant in an employee 
wellbeing service where I further developed my interest in this area. This role involved 
supporting small scale research projects and developing accessible information on key 
wellbeing topics for the organisation website. At this time, I jointly conducted a project 
investigating the day to day experiences and challenges faced by nurses in the Emergency 
Department, promoting the development of coping and support mechanisms to encourage 
employee wellbeing: ‘Surviving on the front line: The importance of psychological support in 
the Emergency Department’ (Jones & Summers, 2013). This was presented in poster format at 
the 2013 DCP Annual Conference: ‘Taking Care, Giving Care’.  
The opportunity to conduct the empirical study was initiated by the NSP and the DCP 
Leadership and Management Faculty collaboration. One of the core objectives of this 
collaboration was to conduct an annual assessment of the wellbeing of the psychological 
workforce in the UK. During the first three years of the survey delivery, the results received 
national attention and interest. For example, The Rt. Hon. Alistair Burt MP, Minister of State for 
Community and Social Care at the Department of Health from May 2015 to July 2016 stated:  
I want to be very confident that psychological therapy services can be carried by their 
staff, which is why I take very seriously the findings of the survey on staff wellbeing … 
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I’m very disappointed at elements of the survey … I can’t be on platforms day in day out 
talking about a world-leading service if I’m standing on something that’s rusting away 
beneath me … it can’t be done unless you feel valued and unless you feel your 
wellbeing is taken seriously (Rt. Hon. Alistair Burt MP, 2016) 
However, following three years of conducting an annual survey, in 2014, 2015 and 2016, 
the collaborative working group identified the need for a robust and validated measure of 
workplace wellbeing, since previous surveys had utilised non-validated measures. Considering 
my interest in healthcare professional wellbeing, when the opportunity arose to develop the 
new measure I was highly motivated to undertake this project. 
 
Methodology 
The methodology used for the development of the Psychological Practitioner Workplace 
Wellbeing Measure (PPWWM) was informed by the work of DeVellis (2017). This was a two-
phase project: Phase 1 of the measure development, the qualitative phase (McLellan, in 
submission), was conducted independently of Phase 2.   
 
 Recruitment and Selection Bias 
In the early stages of the measure development, I relied on contacting psychological 
practitioners who were professional acquaintances and whom I was aware had an interest in 
employee wellbeing, to invite them to participate in the measure development. I had 
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underestimated the difficulty I would face arranging a focus group, requiring an excess of 1.5 
hours of clinician time. On reflection, I could have utilised video conferencing software to 
conduct the focus group which would have made participation more accessible and increased 
the numbers of clinicians participating in this stage of measure development.  
Furthermore, it is notable that the focus group was conducted with clinicians who were 
all employed within the NHS in Wales. There are considerable differences between the service 
structures in the NHS England and in NHS Wales (for full review see, Wright, 2012). At present, 
a key difference is the existence of IAPT services in England, but not in Wales. The initial aim of 
the NSP, in 2009, was to assess the wellbeing of psychological therapies staff and managers in 
the NHS following the national roll-out of IAPT services in England. This was thought to be the 
‘canary in the coal-mine’ for whether the IAPT programme was succeeding and able to meet its 
targets sustainably (New Savoy Partnership, n.d.). Although I am unaware of specific research 
detailing differences between the role of psychological practitioners in England and Wales, it 
could be suggested that psychological practitioners in England face different pressures, 
challenges or stressors to those practicing in Wales. Psychological practitioners in England, 
therefore, may have prioritised different factors when reviewing the proposed items for the 
measure.  
Despite this limitation of the focus group, the later stages of the measure development 
and validation were completed by clinicians from across the UK. Although participant’s location 
was not recorded within the demographic survey on the main study, this was evident, based on 
the email address domains provided by participants who opted to take part in the completion 
of the PPWWM at Time 2 (e.g. sompar.nhs.uk, Somerset; beh-mht.nhs.uk, Barnet Enfield and 
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Haringey; belfasttrust.hscni.net, Belfast; northerntrust.hscni.net, Northern Ireland). Future 
research could compare the utility of the PPWWM across different countries within the UK.  
For the main study, the validation of the new measure, an invitation to participate was 
disseminated via the Psychological Professions Network (PPN) North West and DCP mailing 
lists, shared within professional networks and within a closed social media group of clinical 
psychologists working within the UK. The PPN North West was established in 2013 by senior 
psychological practitioners and commissioners, with support and funding from Health 
Education England. Membership is free and open to all practitioners whose primary role is to 
deliver psychological therapies and services in the North West of England. However, individuals 
working beyond this geographical area are also able to register. The network aims to bring 
together a wide range of qualified and trainee practitioners working in psychological 
professions, to act as a hub for professional information, education, research and development 
and networking. The invitation to participate in this research was sent to participants within a 
weekly newsletter. At this time the PPN had approximately 2250 members who would have 
received the invitation. However, it is unknown how many of these participants were qualified 
psychological practitioners and therefore eligible to participate in the survey.  
The DCP is a subsection of the British Psychological Society which promotes the 
professional interests of clinical psychologists across the UK. At the time of conducting this 
research, there were approximately 10,400 DCP members, 6500 of which were practitioner 
psychologists. The invitation to participate was sent to the DCP mailing list. However, 
individuals are required to opt in to receive email correspondence and therefore, it is unknown 
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how many of these individuals would have received the invitation to participate and been 
eligible to participate based on professional qualification. 
A limitation of the recruitment process was the restricted range of professionals that 
were likely to have received the invitations to participate. The highest percentage of 
respondents in all stages of the measure development, and particularly in the main study, were 
clinical psychologists (73.3%), with a relatively small representation from other professions. 
Additional professional networks and bodies could have been contacted, for example, the 
British Association for Behavioural and Cognitive Psychotherapies, the Association for Family 
Therapy and Systemic Practice and the British Association for Counselling and Psychotherapy. 
However, because of the limited time available to complete the research this was not possible. 
Future research should further establish the utility of the PPWWM within a wider range of 
professional groups.  
Prior to beginning the measure development, through discussions with my supervisors, I 
decided that preliminary development of the PPWWM would focus on the workplace wellbeing 
of qualified psychological practitioners only. Therefore, unqualified professionals, for example, 
trainee clinical psychologists, assistant psychologists and trainee high intensity therapists were 
not eligible to participate in the measure development or validation of the new measure. This 
decision was made with an awareness that these groups of individuals also face potential 
challenges in the workplace, and workplace wellbeing of these groups is also of significant 
importance. However, I felt there may be difficulties in creating a measure which adequately 
accounted for the differing experiences, challenges and demands faced by both qualified and 
unqualified psychological practitioners. Experiences that might be more applicable to 
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unqualified psychological practitioners and that could play a role in workplace wellbeing 
include, academic demands, application to training demands and differing clinical 
responsibilities. 
Similarly, it was decided that the PPWWM would be developed for use with individuals 
working in an organisation and not solely in private practice. Although there are undoubtably 
challenges associated with working solely in private practice, when reviewing the wellbeing 
constructs identified in Phase 1 of the measure development: the qualitative identification of 
constructs of psychological practitioner general wellbeing, it was noted that a significant 
proportion of the identified constructs would not be applicable to those working solely in 
private practice. These included, organisational targets, organisational pressure, personal 
support from colleagues and personal support from professional manager. 
 
 Sample Size and Power Analysis 
It is important to consider that a limitation of this study is the small participant samples 
within some of the early stages of the measure development. However, considering there were 
multiple stages involved in creating the measure and the total participant number for the five 
development stages was n=79, it is hoped this would not reduce the utility of the measure.  
An assessment of statistical power using G*Power (Faul, Erdfelder, Lang & Buchner, 
2007) was conducted prior to beginning the research, to identify the required sample size for 
the correlations conducted as part of the validation of the PPWWM. G*Power estimated a 
minimum sample size of 153 participants was required to detect a small correlation of 0.2, at a 
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power of 0.8. In total, 479 responses were obtained in the main study. However, 67 of these 
responses were incomplete and 10 responses were removed as a result of participants not 
meeting the inclusion criteria, most frequently due to not being a qualified psychological 
practitioner. Additionally, it was decided that any individual who had provided the same 
response to ≥ 90% of items would be removed from analysis. This was to ensure the survey had 
been completed appropriately and participants had not provided the same answer to each 
item. Subsequently, following a full assessment of the data, two additional participant 
responses were removed. The achieved power with the final sample size (n= 400), to detect a 
small correlation of .2 with alpha set at .05, was .99. Similarly, to detect a very small correlation 
of .1, the achieved power was 0.64 (Faul et al., 2007). 
Although the achieved power was high because of the large sample size, 400 
participants is a very small percentage of the individuals who would have been eligible to 
participate in this research and who would have received an invitation for participation. 
Additionally, some of the early stages of the measure development had small participant 
sample sizes. Furthermore, the avenue through which individuals received invitations to 
participate was not recorded. Therefore, it is not possible to determine whether there is any 
bias based on participants who are registered with a professional group.  Future research 
should further assess the validity of the measure with larger and more diverse samples and 
consider the representativeness of the studied samples. 
Another implication of the very high power of the survey validation study is that small 
significant correlations were detected. While these were statistically significant, they depicted 
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very small degrees of relationship that may not be practically or clinically useful with smaller 
participant samples.  
 
 Measures 
The demographic questionnaire used to collect participant information included: 
profession, type of contract, years since professional qualification, years worked since 
professional qualification, years employed in current post, contracted hours, type of employer 
organisation, pay scale, gender, illness and disability and age. Future research should also 
consider participant ethnicity, geographical location, client group (e.g. adult mental health, 
child and adolescent, older adult), years in current post and workplace activities (e.g. quantity 
of clinical work, supervision, managerial responsibilities) to ensure cross-validation and the 
applicability of the PPWWM for use with all psychological practitioners.  
The measures selected for dissemination alongside the PPWWM, to assess construct 
validity of the new measures, were the Health and Safety Executive Management Standards 
Indicator Tool (HSEMS-IT; HSE, 2004), the Satisfaction with Life Scale (SWLS; Diener, Emmons, 
Larsen & Griffin, 1985) and the General Health Questionnaire (GHQ-12; Goldberg, 1992).  
The HSEMS-IT (HSE, 2004) is a 35-item measure, with low scores indicating high levels of 
work-related stressors. The measure has demonstrated high internal consistency and reliability 
and has been found to contain a seven-factor structure relating to the six key areas of work-
related stressors identified in the Health and Safety Management Standards (Cousins et al., 
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2004). The measure has been used extensively including with large samples of NHS employees. 
This measure was chosen as it was expected there would be a strong positive correlation 
between HSEMS-IT score and PPWWM score considering both measures aim to assess aspects 
relating to work design and workplace experiences. 
The SWLS (Diener et al., 1985) is a five-item measure which has also demonstrated high 
internal consistency, reliability and temporal stability. It has been found to have one factor 
relating to an individual’s global evaluative judgement of their satisfaction with life according to 
their own criteria. This measure was used because of its brevity and it was expected there 
would be a positive correlation between overall life satisfaction and workplace wellbeing. 
However, this association was likely to be lower than that between HSEMS-IT (HSE, 2004) and 
the PPWWM, considering factors other than experiences within the workplace are related to 
overall satisfaction with life.  
The GHQ-12 (Goldberg, 1992) is a shortened version of the original 60-item GHQ 
(Goldberg, 1978). High scores on the GHQ indicate poorer mental health. The GHQ measures 
require a license for use, which the University had previously obtained within a battery of 
assessments. The 12-item GHQ (Goldberg, 1992) and 28-item GHQ (Goldberg, 1978) are 
regularly used to assess distress linked to occupational stressors. In a systematic review, 
Goodwin et al. (2013) reported 65 studies which utilised the GHQ-12 or GHQ-28 for this 
purpose. Considering the number of items contained within the main study, to reduce the 
length of the overall survey it was decided to use the GHQ-12 (Goldberg, 1992) as this is a 12-
item measure. The GHQ-12 is one of the most frequently used measures to assess symptoms of 
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common mental disorder in the UK (Goodwin et al., 2013) and has demonstrated high internal 
consistency, test-retest reliability and construct validity. The measure has been validated to 
assess psychological morbidity in clinical and non-clinical samples and within samples of NHS 
employees. It was predicted there would be a negative correlation between GHQ-12 score and 
PPWWM: poorer mental health associated with lower workplace wellbeing. 
During stage 1 (item development) and stage 2 (item review) of the measure development, 
negatively and positively keyed items were included. During later stages of the development it 
appeared that the negatively keyed items were generally deemed less suitable for inclusion and 
the final PPWWM contained 26 items: 21 positively keyed and 5 negatively keyed. While 
negatively keyed items, also referred to as reversed items, are often included in measures to 
prevent acquiescence bias, it has also been suggested they are ineffective in doing so (van 
Sonderen, Sanderman & Coyne, 2013). Additionally, from a psychometric perspective, reversed 
items can be confusing to respondents, particularly in longer questionnaires (DeVellis, 2017) 
and it has been proposed that they can produce factor structure problems (Woods, 2006). 
Therefore, future research should conduct further item analysis to specifically review the 
negatively keyed items within the PPWWM.    
 
Data Analysis 
To ensure appropriate methods of data analysis were used to review participant 
responses in stage 3 (construct review) and stage 4 (ranking of item relevance for inclusion) of 
the survey development, I met with a University statistician. It was suggested that no formal 
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statistical analysis was required or appropriate for these stages of the survey development, and 
the proposed methods of analysis would suffice.  
In the main study, a visual inspection of the histogram detailing the distribution of 
PPWWM scores appeared well distributed. However, the testing of normality established the 
PPWWM data were non-normal. This was likely to be a result of the high statistical power 
provided by the sample size to detect small effects. Therefore, a bootstrapping module in SPSS 
was used for correlation and analysis of variance tests. Bootstrapping (Efron & Tibshirani, 1993) 
involves estimating the properties of the sampling distribution from the sample data and 
produces percentile bootstrap confidence intervals based on the values between which 95% or 
99% (depending on Alpha) of bootstrap sample estimates fall (Field, 2018).  
To examine the test-retest reliability of the PPWWM, data from Time 1 of completion 
was manually matched with data from Time 2. A strong positive correlation was observed 
between score at Time 1 and score at Time 2. However, statistical analysis indicated the mean 
scores were significantly different. This difference was probably a result of the high power of 
the sample, and a very small effect size was observed: d = .078. A significant difference 
between scores at Time 1 and Time 2 could have been seen due to practice effects: familiarity 
with the measure may have caused participants to respond differently at Time 2. Future 
research should consider replication of the assessment of temporal stability of the PPWWM.  
To explore any variation in PPWWM scores explained by participant demographic 
information, tests to assess Eta (ɳ), F-ratios and Kendall’s Tau-b (Ϯb) were conducted, depending 
on the nature of the data (nominal, interval or ordinal). A Bonferroni adjustment was required 
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to reduce the likelihood of Type 1 errors, due to multiple comparisons. A Type 1 error occurs 
when it is believed there is a genuine effect in the population, and there is not. Assuming a test 
uses a 0.05 level of significance, the chances of making a Type 1 error are 5% and therefore the 
chances of not making a Type 1 error are 95%. However, when conducting 12 tests, the 
probability of not making a Type 1 error is: 0.9512 = 0.54 or 54%. Therefore, the likelihood of at 
least one error when conducting 12 tests is 0.46 or 46%. This is known as the familywise or 
experimentwise error rate (Field, 2018). 
However, Bonferroni corrections are highly conservative, and it has been proposed they 
can fail to identify significant relationships (Bland & Altman, 1996). This could be seen as a 
significant limitation of the results analysing the associations between the PPWWM scores and 
demographic variables and consequently the findings before Bonferroni correction were also 
considered within the paper.  
 
Future Research 
Suggestions for future research are fully reviewed within the empirical paper and have 
been discussed in previous sections within this paper. It is suggested that future research 
should consider further validation of the measure with a wider range of professional groups, 
the comparison of the measure across different UK countries and within different professional 
settings. Furthermore, considering a small number of items loaded on to some factors within 
the PPWWM exploratory factor analysis, confirmatory factor analysis should assess the 
strength of the proposed factor solution with an independent sample. This analysis could be 
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conducted using the data obtained in the 2017 NSP and DCP annual workforce wellbeing 
survey. 
On completion of the Doctorate of Clinical Psychology, in addition to publishing this 
research, I plan to conduct a confirmatory factor analysis on the HSEMS-IT (HSE, 2004) using the 
data collected in the main study of the measure development and utilise the results from the 
NSP and DCP 2017 annual wellbeing survey to conduct a confirmatory factor analysis on the 
PPWWM. 
 
Implications of Research  
Despite the recognition of the importance of health-care professionals’ wellbeing and 
the implementation of policies and frameworks guidelines, a gap remains between translating 
the intentions into a reality of improved staff wellbeing. The 2016 results of the NSP and DCP 
annual workforce wellbeing survey showed that of the 1227 respondents, 48% of psychological 
practitioners indicated they had felt depressed ‘some of the time’ or more frequently over the 
previous week, 46% indicated they had felt like a failure ‘some of the time’ or more frequently 
over the previous week and 92% indicated they found their job stressful ‘some of the time’ or 
more frequently (Dosanjh & Bhutani, 2017). 
In 2009, the National Institute for Health and Care Excellence (NICE, 2009) introduced 
guidance on wellbeing at work as part of a wider government-sponsored approach to promote 
positive workplace interventions. These guidelines suggest mental wellbeing at work should be 
monitored (NICE, 2009). However, in 2010, the Health and Work Development Unit conducted 
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a national audit (Royal College of Physicians, 2011) to assess how well NHS Trusts in England 
were progressing with the implementation of a range of recently published NICE guidelines 
relating to health and wellbeing within the workplace, including the publication “Mental 
Wellbeing at Work” (NICE, 2009). Following this, a second, repeat audit was conducted in 2013 
(Sloan et al., 2014). In round two, 204 Trusts registered to take part (73% of all NHS England 
Trusts). Results indicated only 57% of Trusts had an organisation wide plan or policy for mental 
wellbeing, a modest increase on the 48% that was recorded in round one of the audit in 2010. 
Furthermore, 76% of the Trusts (136 Trusts) reported to have systems in place to monitor the 
mental wellbeing of staff, suggesting 24% of the Trusts did not. To my knowledge this audit has 
not been conducted again since round two.  
Healthcare professional wellbeing should be a priority and both individual and system 
level strategies should be implemented to support practitioner psychologist workplace 
wellbeing (Rao et al., n.d.). The PPWWM has been shown to have favourable psychometric 
qualities and provides a useful tool for both practitioners and researchers to monitor and assess 
workplace wellbeing. However, in my opinion, as with all psychometric measures, it is 
important to also consider individual qualitative experiences and the measure should not be 
used in isolation. While the PPWWM may provide an overview or general impression of 
workplace wellbeing within organisations or professional groups, the measure could also be 
used as a tool to initiate conversations about workplace wellbeing, for example within clinical 
supervision.  
It is important to note that many of the clinical implications (discussed above) relating to 
the findings from the systematic review are also relevant to this study.  
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Personal and Professional Reflections 
Completing this research has been both challenging and rewarding. It has been a 
privilege to have been involved in the NSP and DCP wellbeing project and to have conducted 
research which has received a high level of interest and enthusiasm from many clinicians. 
Furthermore, through conducting this research, I have built positive working relationships with 
other professionals within the NSP and DCP collaborative working group. I have also actively 
sought additional opportunities to be involved in the work of this professional group, in 
addition to the survey development project. For example, most recently, I led the design of the 
2017 NSP and DCP annual workforce wellbeing survey and contributed to data management.  
Whilst conducting this research, I have valued the conversations I have had with a range 
of different healthcare professionals regarding employee wellbeing. I have noticed that, given 
an opportunity, it is common for individuals to openly share their personal experiences relating 
to wellbeing at work. While it is a professional expectation that psychological practitioners 
engage in clinical supervision, there are not such formal processes in existence within many 
other professional groups. I have been interested that, when given an opportunity and through 
the provision of a safe space to reflect, many professionals appear to value the process of 
talking about their personal experiences regarding wellbeing at work and factors which 
influence this. As a trainee clinical psychologist, this has developed my skills in providing 
consultation and a reflective space for other professionals, both relating directly to clinical 
work, and in relation to the impact of work-place experiences on clinical practice. 
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Where possible, it is best practice for practitioner psychologists to work collaboratively 
with Experts by Experience (BPS, 2017). While conducting this research I have engaged in 
informal conversations regarding the research aims, with an acquaintance and colleague who is 
an Expert by Experience and an active member of many committees. Discussions were largely 
concerned with how, if at all, the opinion of Experts by Experience could inform the PPWWM 
development. Considering this measure was specifically designed for use with psychological 
practitioners, it was difficult to establish a way of involvement. However, these conversations 
supported my lines of enquiry when considering a systematic review question. 
Developing a new quantitative measure has lead me to take an increased interest in 
how existing psychometric measures have been developed and their validity and reliability for 
use within certain populations. I feel this has enabled me to make more informed decisions 
about the psychometric outcome measures I use within my clinical practice as a trainee clinical 
psychologist. Furthermore, through conducting this research, I have developed a general 
interest in the use of psychometric measures and the strengths and weakness of their use. I 
have reflected on the reductionist nature of psychometric measures and the importance of also 
observing an individual’s personal experiences. However, I have also observed the value of 
obtaining broad quantitative information, through the use of psychometric measures, relating 
to specific professional groups, services, organisations. I feel this reflects the nature of a clinical 
psychologist’s role; the ability to adapt and adjust practice at different times, based on patient, 
service and organisational need.  
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Research Dissemination 
Dissemination of this research to professionals and academics will be targeted through 
submission to academic journals. I have prepared paper 1 for submission to the Journal of 
Clinical Psychology and Psychotherapy (impact factor: 1.933, ISI Journal Citation Reports © 2016 
Ranking 56/121: Psychology, Clinical). Paper 2 has been prepared for submission to the Journal 
of Occupational and Organisational Psychology (impact factor: 3.139, ISI Journal Citation 
Reports © 2016 Ranking: 38/194; Management, 9/80; Psychology, Applied).  
Beyond publication in peer-reviewed journals, the PPWWM was used within the 2017 
NSP and DCP annual workforce wellbeing survey which was disseminated in December 2017. In 
January 2018, I presented the empirical study at the British Psychological Society DCP Annual 
Conference, within the DCP Leadership and Management Faculty Stream, alongside members 
of the NSP and DCP collaborative network. Following this, I was invited to present at the New 
Savoy Conference (NSC) in March 2108. At the NSC, I co-facilitated a keynote session alongside 
members of the NSP and DCP Collaborative Learning Network, titled: ‘Are we generating a 
culture of less psychological safety for our staff? Results of the annual NSP/BPS Psychological 
Staff Wellbeing Survey’. In addition to this, I facilitated a workshop based solely on the 
development of the PPWWM and co-facilitated a workshop titled: ‘Making a safe space for your 
staff team to talk about what matters’.  
More recently, I submitted a short article to the DCP Wales Newsletter for publication in 
June 2018. During the development of the measure, I was also contacted by 14 clinicians, some 
providing feedback on the measure development and others offering personal and professional 
 
 
160 
 
reflections on the importance of workplace wellbeing for psychological practitioners. A number 
of these clinicians also requested information regarding publication of this research and 
requested use of the new measure. The PPWWM has been shared with these individuals, 
pending submission to a peer reviewed journal. I am also currently in discussion with my 
supervisors regarding how to ensure this measure is freely available for use on a public 
platform.  
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2. Units of measurement: Measurements should be given in SI or SI-derived units. Visit 
the Bureau International des Poids et Mesures (BIPM) website for more information 
about SI units. 
3. Numbers: numbers under 10 are spelled out, except for: measurements with a unit 
(8mmol/l); age (6 weeks old), or lists with other numbers (11 dogs, 9 cats, 4 gerbils). 
4. Trade Names: Chemical substances should be referred to by the generic name only. 
Trade names should not be used. Drugs should be referred to by their generic names. If 
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proprietary drugs have been used in the study, refer to these by their generic name, 
mentioning the proprietary name and the name and location of the manufacturer in 
parentheses. 
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Appendix B 
 
Example of Database Search Terms: PsycINFO Search 
 
1 "clinical psychologist*".ti,ab. 6064 
2 "counsel* psychologist*".ti,ab. 1998 
3 psychologist*.ti,ab. 81114 
4 "psychological practitioner*".mp. [mp=title, abstract, heading word, 
table of contents, key concepts, original title, tests & measures] 
111 
5 "practitioner psychologist*".mp. [mp=title, abstract, heading word, 
table of contents, key concepts, original title, tests & measures] 
43 
6 "registered psychologist*".mp. [mp=title, abstract, heading word, 
table of contents, key concepts, original title, tests & measures] 
57 
7 "forensic psychologist*".mp. [mp=title, abstract, heading word, 
table of contents, key concepts, original title, tests & measures] 
760 
8 "health psychologist*".mp. [mp=title, abstract, heading word, table 
of contents, key concepts, original title, tests & measures] 
718 
9 "occupational psychologist*".mp. [mp=title, abstract, heading word, 
table of contents, key concepts, original title, tests & measures] 
69 
10 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 81225 
11 burnout.ti,ab. 5741 
12 "burn out".ti,ab. 117 
13 "burn* out".ti,ab. 180 
14 stress.ti. 66549 
15 11 or 12 or 13 or 14 71649 
16 10 and 15 768 
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Appendix C 
Quality Assessment Tool  
 
Yes/fully addressed (2): Criterion deemed to be fully addressed and clearly reported. 
Partial/unclear (1): Criterion deemed to be partially addressed and reported. If addressed, the factor was deemed to be unclear or 
lacking in sufficient detail. 
No/not addressed/not applicable (0): Criterion deemed to be insufficiently addressed, or poorly addressed, or the factor was not 
applicable for this study. 
 
Q Criteria Yes/fully addressed (2) Partial/unclear (1) Not addressed/poor/not 
applicable (0)  
 Research Design  
1 Research aims and 
hypotheses  
Study aims are clearly 
specified. Hypotheses clearly 
defined. 
Study aims and/or 
hypotheses briefly defined or 
unclear. 
Study aim and hypotheses not 
specified/not addressed. 
 Sampling/population  
2 Representative sample Representation of the sample 
was clearly reported and 
defined. Study population is 
representative of potential 
study population e.g. balance 
of gender, age etc. 
Representation of the sample 
was partially reported or 
defined but 
unclear/participants were 
partially representative of 
potential study population 
e.g. balance of gender, age 
etc. 
Representation of the sample 
was not addressed/subjects 
not representative of potential 
study population e.g. 
insufficient balance of 
gender/age etc. 
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3 Criteria for inclusion and 
exclusion  
Inclusion and exclusion criteria 
definitively outlined. 
Inclusion and exclusion 
criteria partially 
outlined/unclear. 
Inclusion and exclusion criteria 
not outlined. 
4 Recruitment Study recruitment fully 
explained. 
Study recruitment 
unclear/partially explained. 
Study recruitment not 
explained. 
5 Sample size Sample size was addressed and 
justification for sample size 
provided. 
The sample size was partially 
addressed. Partial/unclear 
justification was given. 
No explanation or/justification 
for sample size given. 
6 Response rate  Response rate was reported 
with comments addressing 
rate e.g. compared to other 
similar studies. 
Response rate was reported 
but not commented on. 
Response rate was not 
reported. 
 Measurement  
7 Validity of measures Study used previously 
validated assessment 
measures. Choice of measure 
was justified with reference to 
previous research. 
Study used combination of 
validated and unvalidated 
measures OR choice of 
measure was not 
justified/unclear. 
Study used unvalidated 
measures and choice 
unjustified. 
 Analysis  
8 Missing data  Any missing data was 
reported/explained. If missing 
data was reported, 
explanations of what was done 
were given e.g. 
removal/compensatory 
measures conducted. 
Missing data was reported/ 
explained, but no explanation 
of management of missing 
data was given/management 
of missing data was unclear 
Missing data was not 
addressed. 
9 Statistical analysis and 
results 
Participant demographic 
information clearly reported 
and described e.g. age, gender, 
years in service etc. Statistical 
analysis used to analyse data 
Participant demographic 
information partially 
described or unclear. OR 
Statistical analysis used was 
unclear/ partially explained. 
Statistical analysis not fully 
explained or described. OR 
some analysis did not 
sufficiently address study 
design. Correlations were not 
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were clearly explained and 
described. Analysis was 
appropriate to address the 
aims/ test the hypotheses e.g. 
considering confounding 
variables. Correlations were 
included to investigate 
variables impacting on 
stress/burnout. Sufficient 
information was included to 
enable replication.  
OR analysis partially 
addressed aims or 
hypotheses. OR correlations 
were included to investigate 
some variables impacting on 
stress/burnout. OR further 
information would be 
required for replication. 
included. OR no information 
enabling replication. 
 Discussion of findings  
10 Conclusions Conclusions were drawn to 
accurately reflect analysis, 
considering any limitations e.g. 
sample size, methodology etc. 
Generalisability was discussed 
in relation to outcomes. 
Conclusions or 
generalisability were over-
stated/understated/ 
inaccurate/unclear when 
considering any limitations 
e.g. sample size, methodology 
etc. 
Conclusions or generalisability 
not in-line with research 
findings or method. Limitations 
were poorly addressed or not 
mentioned. 
11 Future research Suggestions for future research 
were addressed. 
Suggestions for future 
research were partially 
addressed/implied/unclear. 
Suggestions for future research 
were not addressed. 
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Reviewer ……………………………………………  Date……………………………………………. 
Paper title…………………………………………………………………………………………………………………  Author 
(s)……………………………………………………………………… 
 
 
 
Q Criteria Yes/fully addressed (2) Partial/unclear (1) No/not addressed/not 
applicable (0)  
 Research Design  
1 Research aims and hypotheses     
 Sampling/population  
2 Representative sample    
3 Criteria for inclusion and 
exclusion  
   
4 Recruitment    
5 Sample size     
 Response rate     
6 Measurement  
 Validity of measures    
7 Analysis  
8 Missing data     
 Statistical analysis and results    
9 Discussion of findings  
10 Conclusions    
11 Future research    
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Author Guidelines 
The Journal of Occupational and Organizational Psychology publishes empirical and conceptual 
papers which aim to increase understanding of people and organizations at work. Its domain is 
broad, covering industrial, organizational, engineering, vocational and personnel psychology, as 
well as behavioural and cognitive aspects of industrial relations, ergonomics, human factors and 
industrial sociology. Innovative or interdisciplinary approaches with a psychological emphasis 
are particularly welcome. So are papers which develop the links between 
occupational/organizational psychology and other areas of the discipline, such as social and 
cognitive psychology. 
We welcome the following varieties of paper: 
• empirical research papers, containing new quantitative or qualitative data which address 
significant theoretical and/or practical concerns; 
• papers which offer new theory and conceptualisation, perhaps accompanied by a critique of 
existing approaches; 
• narrative and/or quantitative reviews of existing research which lead to new conclusions or 
insights into a field of research and/or practice; 
• prescriptive articles advocating changes in research paradigms, methods, or data analytic 
techniques; 
• analyses of practice in occupational and organizational psychology, where such analyses are 
driven by theory and/or sound data. 
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All papers published in The Journal of Occupational and Organizational Psychology are eligible 
for Panel A: Psychology, Psychiatry and Neuroscience in the Research Excellence Framework 
(REF). 
1. Circulation 
The circulation of the Journal is worldwide. Papers are invited and encouraged from authors 
throughout the world. 
2. Length 
The word limit for papers submitted for consideration to JOOP is 8000 words and any papers 
that are over this word limit will be returned to the authors. The word limit does not include 
abstract, references, figures, and tables. Appendices however are included in the word limit. 
The Editor retains discretion to publish papers beyond this length in cases where the clear and 
concise expression of the scientific content requires greater length (e.g., a new theory or a new 
method). The authors should contact the Editor first in such a case. 
In order to supplement innovative research produced in full paper format, the journal provides 
access to a wider range of investigation through the publication of research in Short Research 
Note format. Papers submitted as Short Research Notes will be subject to the normal double-
blind review process. Short Research Notes should be largely empirical studies. Typically, they 
will do one of the following: 
• replicate existing findings in a new context; 
• develop new measures and report on their reliability and validity; 
• report contradictory findings that sharpen the interpretation of existing research; 
• present new applications of an existing measure; 
• report descriptive findings or case studies that will significantly develop professional practice; 
• offer an informed and focused challenge to key elements of an existing study, theory or 
measure. 
Papers submitted as Short Research Notes should not exceed 2000 words, including the 
abstract but not including references or tables. It is normally expected that any tables will take 
up no more than two printed pages, and there should be no more than about 15 references. 
With the exception of the items of a new or substantially revised measure, appendices are 
discouraged. 
A paper submitted as a Short Research Note will not necessarily receive positive reviews simply 
because it falls into one of the categories listed above. Papers need to be located in a 
conceptual/theoretical context, with rigorous method and appropriate reporting. The issues 
they raise and/or the findings they report must be deemed to be contributing significantly to 
the knowledge and understanding of academics and/or practitioners in occupational and 
organizational psychology. Short Research Notes are not a facility for publishing on the basis of 
weak data and/or weak conceptual underpinning. In the majority of cases, authors will have 
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submitted the paper in the Short Research Note format. In some instances, however, the 
Editors may feel that a full paper is best reviewed in a Short Research Note format, or the 
referees may only recommend publication under this format. All articles in this format will be 
officially designated and published with the preface 'Short Research Note:' These are placed 
towards the back of the journal. Acceptance for publication on this basis will be indicated in 
writing to the authors by the Editor or Associate Editor if the original submission was in full 
paper format. 
3. Submission and reviewing 
 
All manuscripts must be submitted via Editorial Manager. The Journal operates a policy of 
anonymous (double blind) peer review. We also operate a triage process in which submissions 
that are out of scope or otherwise inappropriate will be rejected by the editors without 
external peer review to avoid unnecessary delays. Before submitting, please read the terms and 
conditions of submission and the declaration of competing interests. You may also like to use 
the Submission Checklist to help you prepare your paper. 
4. Manuscript requirements 
• Contributions must be typed in double spacing with wide margins. All sheets must be 
numbered. 
• Manuscripts should be preceded by a title page which includes a full list of authors and their 
affiliations, as well as the corresponding author's contact details. You may like to 
use this template. When entering the author names into Editorial Manager, the corresponding 
author will be asked to provide a CRediT contributor role to classify the role that each author 
played in creating the manuscript. Please see the Project CRediT website for a list of roles. 
• All articles should be preceded by an Abstract of between 100 and 200 words, giving a concise 
statement of the intention, results or conclusions of the article. The abstract should not include 
any sub-headings. 
• All articles must include Practitioner Points – these are 2-4 bullet points, following the 
abstract, with the heading ‘Practitioner Points’. These should briefly and clearly outline the 
relevance of your research to professional practice. (Please include the 'Practitioner Points' in 
your main document but do not submit them to Editorial Manager with your abstract.) 
• The main document must be anonymous. Please do not mention the authors’ names or 
affiliations (including in the Method section) and always refer to any previous work in the third 
person. 
• Tables should be typed in double spacing, each on a separate page with a self-explanatory 
title. Tables should be comprehensible without reference to the text. They should be placed at 
the end of the manuscript but they must be mentioned in the text. 
• Figures can be included at the end of the document or attached as separate files, carefully 
labelled with symbols in a form consistent with text use. Unnecessary background patterns, 
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lines and shading should be avoided. Captions should be listed on a separate sheet. The 
resolution of digital images must be at least 300 dpi. All figures must be mentioned in the text. 
• All articles should contain a clear statement of where and when any data were collected. 
• For reference citations, please use APA style. Particular care should be taken to ensure that 
references are accurate and complete. Give all journal titles in full and provide doi numbers 
where possible for journal articles. For example: 
Author, A., Author, B., & Author, C. (1995). Title of book. City, Country: Publisher. 
Author, A. (2013). Title of journal article. Name of journal, 1, 1-16. doi: 10.1111/bjep.12031 
• SI units must be used for all measurements, rounded off to practical values if appropriate, 
with the imperial equivalent in parentheses. 
• In normal circumstances, effect size should be incorporated. 
• Authors are requested to avoid the use of sexist language. 
• Authors are responsible for acquiring written permission to publish lengthy quotations, 
illustrations, etc. for which they do not own copyright. 
For guidelines on editorial style, please consult the APA Publication Manual published by the 
American Psychological Association. 
If you need more information about submitting your manuscript for publication, please email 
Hannah Wakley, Managing Editor (joop@wiley.com) or phone +44 (0) 116 252 9504. 
5. Cross-sectional self-report data 
Studies conducted using only cross-sectional self-report data will be considered only in 
exceptional circumstances. For example; if the sample is exceptionally large, representative or 
multiple. In all other cases, cross-sectional self-report data should form part of a wider selection 
of data, including other measures such as longitudinal or experimental elements, corroborating 
or comparison data, third party records or psycho-physiological data. 
For more details on the use of cross-sectional self-report data please see the December 2011 
Editorial. 
6. Non-working Populations 
Papers based entirely on non-working populations (e.g. student samples) will only be 
considered in rather unusual circumstances. The Editor retains discretion to publish this kind of 
data, for instance where it is clearly demonstrated that the data obtained can be generalised to 
working populations. 
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7. Supporting Information 
Supporting Information can be a useful way for an author to include important but ancillary 
information with the online version of an article. Examples of Supporting Information include 
appendices, additional tables, data sets, figures, movie files, audio clips, and other related 
nonessential multimedia files. Supporting Information should be cited within the article text, 
and a descriptive legend should be included. Please indicate clearly on submission which 
material is for online only publication. It is published as supplied by the author, and a proof is 
not made available prior to publication; for these reasons, authors should provide any 
Supporting Information in the desired final format. 
For further information on recommended file types and requirements for submission, please 
visit the Supporting Information page in Author Services. 
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Appendix E 
Ethics Committee Study Approval 
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Appendix F 
 
Division of Clinical Psychology Letter of Consent 
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Appendix G 
 
Psychological Professions Network North West Letter of Consent 
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Appendix H 
 
Stage 2: Items Retained Following Item Review 
 
Construct: Friends and family - Support 
• The personal support I receive from family and/or friends meets my needs  
• I feel there are people who care about me in my personal life  
• I do not have anyone in my life with whom I can discuss personal matters 
• I do not feel there is always someone there for me when I need personal support  
 
Construct: Colleagues - Support 
• I feel I can seek support from my colleagues 
• I work in an environment where my colleagues are caring and supportive towards each 
other 
• I have experienced or witnessed bullying or harassment from colleagues 
• I work in an environment where there is a culture of colleagues not supporting one 
another 
 
Construct: Clinical supervision - Support 
• I do not feel supported by my clinical supervisor  
• I do not feel I have enough clinical supervision  
• The clinical supervision I receive is containing and safe  
• Clinical supervision meets my support needs  
 
Construct: Line-management - Support 
• I am not supported by my line-manager 
• My line-manager is approachable and responsive 
• I do not feel my line-manager understands my support needs 
• I feel supported by my line-manager to take positive risks without fear of reproach 
 
Construct: Organisational targets 
• I feel organisational/service targets are meaningful 
• I feel organisational/service targets are attainable 
• I feel pressured to reach unrealistic or unattainable targets 
• Having to achieve targets distracts me from the real point of my work 
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Construct: Organisational hopefulness/ hopelessness 
• I feel confident the organisation/service in which I work can adapt to meet future 
service demands 
• I feel confident the organisation/service in which I work will thrive  
• I cannot see how the organisation/service in which I work can ever be delivered 
effectively 
• I cannot see a positive future for the organisation/service in which I work 
 
 
Construct: Organisational engagement 
 
• I do not feel included in service/organisational decisions that affect me 
• I do not agree with the values and objectives of the service/organisation in which I work 
• I feel a sense of belonging to this service/organisation in which I work 
• I am proud to be a part of the service/organisation in which I work 
 
Construct: Pressure 
• I have enough time to do my job effectively  
• I do not feel external pressure to work additional, unpaid hours above those that for 
which I am contracted 
• I am often expected to do things which I do not feel capable of 
• I am unable to do my job to the level I would like due to service/organisational 
pressures  
 
Construct: Control and autonomy over work 
• I am enabled to manage and organise my workload and diary  
• I feel I can balance less fulfilling aspects of my job with more enjoyable aspects  
• I do not have freedom to manage my own workload and diary 
• I am not able to organise my work at a pace that suits me 
 
Construct: Feeling valued 
• My specific professional skills are not valued by my colleagues 
• My colleagues value my professional contribution  
• My specific skills as a psychological practitioner add value to the 
organisation/service/team 
• I do not feel I am a valued member of my organisation/service/team 
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Construct: Opportunities to learn 
• I do not get the opportunity to learn new skills 
• My continuing professional development needs are supported 
• My opportunities for continuing professional development are restricted 
• I am encouraged and supported to develop my skill-set and knowledge 
 
Construct: Physical environment and facilities 
• The physical environment and/or facilities in my workplace have a negative impact on 
my work 
• The physical environment and facilities in my workplace enable me to work efficiently 
and effectively 
• The physical environment and/ or facilities in my workplace adversely affect my 
workplace wellbeing 
• The physical environment and facilities in my workplace promote workplace wellbeing 
 
 
Construct: Work/ life balance 
• I have a good work/life balance 
• My work duties encroach on my personal time 
• Flexible working arrangements are supported in my organisation/ service 
• My organisation/ service acknowledges that sometimes I need to put myself first 
 
Construct: Professional line management 
• My line manager understands my profession/professional duties 
• My line manager supports my professional development and pathway 
• My line manager does not consider my individual needs within the service/team in 
which I work 
• My line manager shows no interest in what I do 
 
Construct: Role Clarity 
• I am clear of my role in relation to other professionals with whom I work  
• There is no clear role differentiation within the organisation/service in which I work 
• My colleagues have realistic expectations of my professional role 
• I am often asked do things that are not in my professional remit  
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Appendix I 
 
Stage 3: Construct Review Results 
 
Intended Construct: Support - Friends and Family 
Item: The personal support I receive from family and/or friends meets my needs 
Selected Construct % Frequency (n=26) 
Support - Friends and family 88.46 23 
Pressure 3.85 1 
Feeling valued 7.69 2 
 
Intended Construct: Support - Friends and Family 
Item: I do not have anyone in my life with whom I can discuss personal matters   
Selected Construct % Frequency (n=26) 
Support - Friends and family 88.46 23 
Support - Clinical supervisor 3.85 1 
Work/ life balance 7.69 2 
 
Intended Construct: Support - Friends and Family 
Item: I feel there are people who care about me in my personal life 
Selected Construct % Frequency (n=26) 
Support - Friends and family 88.46 23 
Feeling valued 7.69 2 
Work/ life balance 3.85 1 
 
Intended Construct: Support - Friends and Family 
Item: I do not feel there is always someone there for me when I need personal support 
Selected Construct % Frequency (n=26) 
Support - Friends and family 73.08 19 
Support - Colleagues 11.54 3 
Support - Clinical supervisor 11.54 3 
Support - Line-manager 3.85 1 
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Intended Construct: Support - Colleagues 
Item: I have experienced or witnessed bullying or harassment from colleagues 
Selected Construct % Frequency (n=26) 
Support - Colleagues 73.08 19 
Support - Line-manager 11.54 3 
Pressure 7.69 2 
Feeling valued 7.69 2 
 
Intended Construct: Support - Colleagues 
Item: I work in an environment where there is a culture of colleagues not supporting one 
another 
Selected Construct % Frequency (n=26) 
Support - Colleagues 76.92 20 
Support - Line-manager 11.54 3 
Organisational engagement 7.69 2 
Feeling valued 3.85 1 
 
Intended Construct: Support - Colleagues 
Item: I feel I can seek support from my colleagues 
Selected Construct % Frequency (n=26) 
Support - Colleagues 96.15 25 
Feeling valued 3.85 1 
 
Intended Construct: Support - Colleagues 
Item: I work in an environment where my colleagues are caring and supportive towards each 
other 
Selected Construct % Frequency (n=26) 
Support - Colleagues 88.46 23 
Organisational hopefulness/ 
hopelessness 
3.85 1 
Feeling valued 7.69 2 
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Intended Construct: Support - Clinical Supervisor  
Item: Clinical supervision meets my support needs 
Selected Construct % Frequency (n=26) 
Support - Clinical supervisor 88.46 23 
Support - Line-manager 3.85 1 
Feeling valued 3.85 1 
Professional line-management 3.85 1 
 
Intended Construct: Support - Clinical Supervisor  
Item: I do not feel supported by my clinical supervisor 
Selected Construct % Frequency (n=26) 
Support - Clinical supervisor 92.31 24 
Support - Line-manager 3.85 1 
Organisational engagement 3.85 1 
 
Intended Construct: Support - Clinical Supervisor  
Item: The clinical supervision I receive is containing and safe 
Selected Construct % Frequency (n=26) 
Support - Clinical supervisor 96.15 25 
Feeling valued 3.85 1 
 
Intended Construct: Support - Clinical Supervisor  
Item: I do not feel I have enough clinical supervision 
Selected Construct % Frequency (n=26) 
Support - Clinical supervisor 92.31 24 
Support - Line-manager 3.85 1 
Feeling valued 3.85 1 
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Intended Construct: Support - Line Manager 
Item: I do not feel my line-manager understands my support needs 
Selected Construct % Frequency (n=26) 
Support - Line-manager 69.23 18 
Pressure 7.69 2 
Professional line-management 23.08 6 
 
Intended Construct: Support - Line Manager 
Item: I am not supported by my line-manager 
Selected Construct % Frequency (n=26) 
Support - Line-manager 88.46 23 
Feeling valued 3.85 1 
Professional line-management 7.69 2 
 
Intended Construct: Support - Line Manager 
Item: My line-manager is approachable and responsive 
Selected Construct % Frequency (n=26) 
Support - Line-manager 84.62 22 
Professional line-management 15.38 4 
 
Intended Construct: Support - Line Manager 
Item: I feel supported by my line-manager to take positive risks without fear of reproach 
Selected Construct % Frequency (n=26) 
Support - Line-manager 92.31 24 
Work control and autonomy 7.69 2 
 
 
 
 
 
 
196 
 
 
Intended Construct: Professional Line- Management 
Item: My line manager understands my profession/professional duties 
Selected Construct % Frequency (n=26) 
Support - Line-manager 46.15 12 
Feeling valued 3.85 1 
Professional line-management 34.62 9 
Role clarity 15.38 4 
 
Intended Construct: Professional Line- Management 
Item: My line manager shows no interest in what I do 
Selected Construct % Frequency (n=26) 
Support - Line-manager 50.00 13 
Feeling valued 26.92 7 
Professional line-management 23.08 6 
 
Intended Construct: Professional Line- Management 
Item: My line manager supports my professional development and pathway 
Selected Construct % Frequency (n=26) 
Support - Line-manager 50.00 13 
Opportunities to learn 26.92 7 
Professional line-management 23.08 6 
 
Intended Construct: Professional Line- Management 
Item: My line manager does not consider my individual needs within the service in which I work 
Selected Construct % Frequency (n=26) 
Support - Line-manager 73.08 19 
Feeling valued 3.85 1 
Professional line-management 23.08 6 
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Intended Construct: Organisational Targets 
Item: Having to achieve targets distracts me from the real point of my work 
Selected Construct % Frequency 
(n=26) 
Organisational targets 69.23 18 
Pressure 15.38 4 
Work control and autonomy 15.38 4 
 
Intended Construct: Organisational Targets 
Item: I feel pressured to reach unrealistic or unattainable targets 
Selected Construct % Frequency 
(n=26) 
Organisational targets 69.23 18 
Pressure 26.92 7 
Professional line-management 3.85 1 
 
Intended Construct: Organisational Targets 
Item: I feel organisational/service targets are meaningful 
Selected Construct % Frequency 
(n=26) 
Organisational targets 80.77 21 
Organisational hopefulness/ 
hopelessness 
3.85 1 
Organisational engagement 15.38 4 
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Intended Construct: Organisational Targets 
Item: I feel organisational/service targets are attainable 
Selected Construct % Frequency 
(n=26) 
Organisational targets 84.62 22 
Organisational hopefulness/ 
hopelessness 
7.69 2 
Organisational engagement 3.85 1 
Pressure 3.85 1 
 
Intended Construct: Organisational hopefulness/hopelessness 
Item: I cannot see a positive future for the organisation/service in which I work 
Selected Construct % Frequency (n=26) 
Organisational hopefulness/ 
hopelessness 
96.15 25 
Pressure 3.85 1 
 
Intended Construct: Organisational hopefulness/hopelessness 
Item: I cannot see how the organisation/service in which I work can ever be delivered 
effectively 
Selected Construct % Frequency (n=26) 
Organisational targets 15.38 4 
Organisational hopefulness/ 
hopelessness 
69.23 18 
Organisational engagement 3.85 1 
Pressure 11.54 3 
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Intended Construct: Organisational hopefulness/hopelessness 
Item: I feel confident the organisation/service in which I work can adapt to meet future service 
demands 
Selected Construct % Frequency (n=26) 
Organisational targets 15.38 4 
Organisational hopefulness/ 
hopelessness 
73.08 19 
Organisational engagement 11.54 3 
 
Intended Construct: Organisational hopefulness/hopelessness 
Item: I feel confident the organisation/service in which I work will thrive 
Selected Construct % Frequency (n=26) 
Organisational hopefulness/ 
hopelessness 
88.46 23 
Organisational engagement 7.69 2 
Feeling valued 3.85 1 
 
Intended Construct: Organisational Engagement  
Item: I am proud to be a part of the organisation/service in which I work 
Selected Construct % Frequency 
(n=26) 
Organisational targets 3.85 1 
Organisational hopefulness/ hopelessness 23.08 6 
Organisational engagement 61.54 16 
Feeling valued 11.54 3 
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Intended Construct: Organisational Engagement  
Item: I do not feel included in organisation/service decisions that affect me 
Selected Construct % Frequency 
(n=26) 
Organisational targets 7.69 2 
Organisational hopefulness/ hopelessness 3.85 1 
Organisational engagement 76.92 20 
Work control and autonomy 11.54 3 
 
Intended Construct: Organisational Engagement  
Item: I do not agree with the values and objectives of the organisation/service in which I work 
Selected Construct % Frequency 
(n=26) 
Support - Colleagues 3.85 1 
Organisational targets 23.08 6 
Organisational hopefulness/ hopelessness 11.54 3 
Organisational engagement 61.54 16 
 
Intended Construct: Organisational Engagement  
Item: I feel a sense of belonging to the organisation/ service in which I work 
Selected Construct % Frequency 
(n=26) 
Support - Colleagues 3.85 1 
Organisational hopefulness/ hopelessness 3.85 1 
Organisational engagement 73.08 19 
Feeling valued 19.23 5 
 
 
 
 
 
 
 
201 
 
 
Intended Construct: Pressure 
Item: I have enough time to do my job effectively 
Selected Construct % Frequency 
(n=26) 
Support - Line-manager 3.85 1 
Pressure 46.15 12 
Work control and autonomy 38.46 10 
Work/ life balance 11.54 3 
 
Intended Construct: Pressure 
Item: I do not feel external pressure to work additional, unpaid hours above those that for 
which I am contracted 
Selected Construct % Frequency 
(n=26) 
Support - Clinical supervisor 7.69 2 
Support - Line-manager 7.69 2 
Organisational targets 3.85 1 
Pressure 30.77 8 
Work control and autonomy 19.23 5 
Work/ life balance 30.77 8 
 
Intended Construct: Pressure 
Item: I am often expected to do things which I do not feel capable of 
Selected Construct % Frequency 
(n=26) 
Support - Clinical supervisor 7.69 2 
Pressure 46.15 12 
Work control and autonomy 11.54 3 
Professional line-management 11.54 3 
Role clarity 23.08 6 
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Intended Construct: Pressure 
Item: I am unable to do my job to the level I would like due to organisational/service pressures 
Selected Construct % Frequency 
(n=26) 
Organisational targets 30.77 8 
Organisational hopefulness/ hopelessness 11.54 3 
Organisational engagement 3.85 1 
Pressure 50.00 13 
Work control and autonomy 3.85 1 
 
Intended Construct: Work Control and Autonomy  
Item: I feel I can balance less fulfilling aspects of my job with more enjoyable aspects 
Selected Construct % Frequency 
(n=26) 
Support - Clinical supervisor 3.85 1 
Support - Line-manager 3.85 1 
Work control and autonomy 84.62 22 
Work/ life balance 3.85 1 
Professional line-management 3.85 1 
 
Intended Construct: Work Control and Autonomy  
Item: I am not able to organise my work at a pace that suits me 
Selected Construct % Frequency (n=26) 
Support - Clinical supervisor 3.85 1 
Organisational targets 7.69 2 
Pressure 15.38 4 
Work control and autonomy 73.08 19 
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Intended Construct: Work Control and Autonomy  
Item: I do not have freedom to manage my own workload and diary 
Selected Construct % Frequency 
(n=26) 
Support - Line-manager 3.85 1 
Work control and autonomy 92.31 24 
Professional line-management 3.85 1 
 
Intended Construct: Work Control and Autonomy  
Item: I am enabled to manage and organise my workload and diary 
Selected Construct % Frequency 
(n=26) 
Work control and autonomy 96.15 25 
Work/ life balance 3.85 1 
 
Intended Construct: Feeling Valued 
Item: My specific skills as a psychological practitioner add value to the organisation/service 
Selected Construct % Frequency 
(n=26) 
Organisational hopefulness/ hopelessness 3.85 1 
Organisational engagement 3.85 1 
Feeling valued 92.31 24 
 
Intended Construct: Feeling Valued 
Item: My colleagues value my professional contribution 
Selected Construct % Frequency 
(n=26) 
Support - Friends and family 3.85 1 
Support - Colleagues 38.46 10 
Feeling valued 57.69 15 
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Intended Construct: Feeling Valued 
Item:  My specific professional skills are not valued by my colleagues 
Selected Construct % Frequency 
(n=26) 
Support - Colleagues 26.92 7 
Organisational hopefulness/ hopelessness 3.85 1 
Feeling valued 65.38 17 
Role clarity 3.85 1 
 
Intended Construct: Feeling Valued 
Item: I do not feel I am a valued member of my organisation/service 
Selected Construct % Frequency 
(n=26) 
Organisational hopefulness/ hopelessness 7.69 2 
Organisational engagement 7.69 2 
Feeling valued 84.62 22 
 
Intended Construct: Opportunities to Learn 
Item: I do not get the opportunity to learn new skills 
Selected Construct % Frequency 
(n=26) 
Organisational engagement 3.85 1 
Feeling valued 3.85 1 
Opportunities to learn 88.46 23 
Professional line-management 3.85 1 
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Intended Construct: Opportunities to Learn 
Item: I am encouraged and supported to develop my skill-set and knowledge 
Selected Construct % Frequency 
(n=26) 
Support - Line-manager 7.69 2 
Feeling valued 7.69 2 
Opportunities to learn 84.62 22 
 
Intended Construct: Opportunities to Learn 
Item: My continuing professional development needs are supported 
Selected Construct % Frequency 
(n=26) 
Support - Line-manager 15.38 4 
Organisational engagement 3.85 1 
Opportunities to learn 69.23 18 
Professional line-management 11.54 3 
 
Intended Construct: Opportunities to Learn 
Item: My opportunities for continuing professional development are restricted 
Selected Construct % Frequency 
(n=26) 
Support - Line-manager 3.85 1 
Pressure 3.85 1 
Feeling valued 3.85 1 
Opportunities to learn 84.62 22 
Professional line-management 3.85 1 
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Intended Construct: Physical Environment 
Item: The physical environment and facilities in my workplace enable me to work efficiently and 
effectively 
Selected Construct % Frequency 
(n=26) 
Support - Colleagues 3.85 1 
Work control and autonomy 7.69 2 
Physical environment and facilities 88.46 23 
 
Intended Construct: Physical Environment 
Item: The physical environment and/or facilities in my workplace adversely affect my workplace 
wellbeing 
Selected Construct % Frequency 
(n=26) 
Support - Line-manager 3.85 1 
Organisational engagement 3.85 1 
Physical environment and facilities 92.31 24 
 
Intended Construct: Physical Environment 
Item: The physical environment and/or facilities in my workplace have a negative impact on my 
work 
Selected Construct % Frequency 
(n=26) 
Organisational engagement 3.85 1 
Physical environment and facilities 92.31 24 
Professional line-management 3.85 1 
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Intended Construct: Physical Environment 
Item: The physical environment and facilities in my workplace promote workplace wellbeing 
Selected Construct % Frequency 
(n=26) 
Work control and autonomy 3.85 1 
Physical environment and facilities 96.15 25 
 
Intended Construct: Work/life balance 
Item: I have a good work/life balance 
Selected Construct % Frequency 
(n=26) 
Pressure 3.85 1 
Work control and autonomy 3.85 1 
Work/ life balance 92.31 24 
 
Intended Construct: Work/life balance 
Item: My work duties encroach on my personal time 
Selected Construct % Frequency 
(n=26) 
Organisational targets 7.69 2 
Work control and autonomy 3.85 1 
Work/ life balance 88.46 23 
 
Intended Construct: Work/life balance 
Item: Flexible working arrangements are supported in my organisation/ service 
Selected Construct % Frequency 
(n=26) 
Support - Line-manager 15.38 4 
Work control and autonomy 15.38 4 
Work/ life balance 65.38 17 
Professional line-management 3.85 1 
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Intended Construct: Work/life balance 
Item: My organisation/ service acknowledges that sometimes I need to put myself first 
Selected Construct % Frequency 
(n=26) 
Pressure 7.69 2 
Work control and autonomy 7.69 2 
Feeling valued 15.38 4 
Work/ life balance 69.23 18 
 
Intended Construct: Role Clarity 
Item: I am clear about my role in relation to other professionals with whom I work 
Selected Construct % Frequency 
(n=26) 
Support - Colleagues 3.85 1 
Organisational targets 7.69 2 
Professional line-management 3.85 1 
Role clarity 84.62 22 
 
Intended Construct: Role Clarity 
Item: My colleagues have realistic expectations of my professional role 
Selected Construct % Frequency 
(n=26) 
Support - Colleagues 30.77 8 
Feeling valued 3.85 1 
Role clarity 65.38 17 
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Intended Construct: Role Clarity 
Item: There is no clear role differentiation within the organisation/service in which I work 
Selected Construct % Frequency 
(n=26) 
Organisational hopefulness/ hopelessness 3.85 1 
Professional line-management 3.85 1 
Role clarity 92.31 24 
 
Intended Construct: Role Clarity 
Item: I am often asked do things that are not in my professional remit 
Selected Construct % Frequency 
(n=26) 
Organisational targets 3.85 1 
Pressure 3.85 1 
Work control and autonomy 11.54 3 
Role clarity 80.77 21 
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Appendix J 
 
Stage 3: Retained Items 
Construct: Friends and family support 
• The personal support I receive from family and/or friends meets my needs  
• I feel there are people who care about me in my personal life  
• I do not have anyone in my life with whom I can discuss personal matters 
• I do not feel there is always someone there for me when I need personal support  
 
Construct: Colleague support 
• I feel I can seek support from my colleagues 
• I work in an environment where my colleagues are caring and supportive towards each 
other 
• I have experienced or witnessed bullying or harassment from colleagues 
• I work in an environment where there is a culture of colleagues not supporting one 
another 
 
Construct: Clinical supervision support 
• I do not feel supported by my clinical supervisor  
• I do not feel I have enough clinical supervision  
• The clinical supervision I receive is containing and safe  
• Clinical supervision meets my support needs  
 
Construct: Support - Line-management support 
• I am not supported by my line-manager 
• My line-manager is approachable and responsive 
• I feel supported by my line-manager to take positive risks without fear of reproach 
• My line manager does not consider my individual needs within the service/team in 
which I work 
 
Construct: Organisational targets 
• I feel organisational/service targets are meaningful 
• I feel organisational/service targets are attainable 
• I am expected to reach unrealistic or unattainable targets 
• Having to achieve targets distracts me from the real point of my work 
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Construct: Organisational hopefulness/ hopelessness 
• I feel confident the organisation/service in which I work can adapt to meet future 
service demands 
• I feel confident the organisation/service in which I work will thrive  
• I cannot see how the organisation/service in which I work can ever be delivered 
effectively 
• I cannot see a positive future for the organisation/service in which I work 
 
 
Construct: Organisational engagement 
 
• I do not feel included in service/organisational decisions that affect me 
• I do not agree with the values and objectives of the service/organisation in which I work 
• I feel a sense of belonging to this service/organisation in which I work 
• I am proud to be a part of the service/organisation in which I work 
 
Construct: Work control and autonomy 
• I am enabled to manage and organise my workload and diary  
• I feel I can balance less fulfilling aspects of my job with more enjoyable aspects  
• I do not have freedom to manage my own workload and diary 
• I am not able to organise my work at a pace that suits me 
 
Construct: Feeling valued 
• My specific professional skills are not valued by my colleagues 
• My colleagues value my professional contribution  
• My specific skills as a psychological practitioner add value to the 
organisation/service/team 
• I do not feel I am a valued member of my organisation/service/team 
 
Construct: Opportunities to learn 
• I do not get the opportunity to learn new skills 
• My continuing professional development needs are supported 
• My opportunities for continuing professional development are restricted 
• I am encouraged and supported to develop my skill-set and knowledge 
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Construct: Physical environment and facilities 
• The physical environment and/or facilities in my workplace have a negative impact on 
my work 
• The physical environment and facilities in my workplace enable me to work efficiently 
and effectively 
• The physical environment and/ or facilities in my workplace adversely affect my 
workplace wellbeing 
• The physical environment and facilities in my workplace promote workplace wellbeing 
 
Construct: Work/ life balance 
• I have a good work/life balance 
• My work duties encroach on my personal time 
• Flexible working arrangements are supported in my organisation/ service 
• My organisation/ service acknowledges that sometimes I need to put myself first 
 
Construct: Role Clarity 
• I am clear about my role in relation to other professionals with whom I work  
• There is no clear role differentiation within the organisation/service in which I work 
• My colleagues have realistic expectations of my professional role 
• I am often asked do things that are not in my professional remit  
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Appendix K 
 
Stage 4: Item Ranking Results 
 
 
Friends and family support (n= 39) 
 
 
 
Support – Colleagues (n= 39) 
 
I feel I can 
seek support 
from my 
colleagues 
I work in an 
environment where my 
colleagues are caring 
and supportive towards 
each other 
I have experienced 
or witnessed 
bullying or 
harassment from 
colleagues 
I work in an 
environment where 
there is a culture of 
colleagues not 
supporting one 
another 
Mean 1.85 2.13 3.00 3.03 
Median 2.00 2.00 3.00 3.00 
Mode 2 1 4 4 
Std. Deviation .875 1.128 1.026 .959 
Variance .765 1.273 1.053 .920 
Sum 72 83 117 118 
 
 
 
 
 
 
 
 
 
The personal 
support I receive 
from family and/or 
friends meets my 
needs 
I feel there are 
people who 
care about me 
in my personal 
life 
I do not have 
anyone in my life 
with whom I can 
discuss personal 
matters 
I do not feel there is 
always someone there 
for me when I need 
personal support 
Mean 2.00 2.74 2.97 2.28 
Median 2.00 3.00 3.00 2.00 
Mode 1 3 4 1 
Std. Deviation 1.076 1.117 .932 1.123 
Variance 1.158 1.248 .868 1.260 
Sum 78 107 116 89 
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Support - Clinical supervisor (n= 39) 
 
 
I do not feel 
supported by my 
clinical supervisor 
I do not feel I have 
enough clinical 
supervision 
The clinical 
supervision I 
receive is 
containing and safe 
Clinical supervision 
meets my support 
needs 
Mean 2.95 2.87 1.97 2.21 
Median 3.00 3.00 1.00 2.00 
Mode 4 3 1 2 
Std. Deviation .999 .923 1.246 1.005 
Variance .997 .852 1.552 1.009 
Sum 115 112 77 86 
 
 
Support - Line-manager (n= 39) 
 
 
I am not 
supported by 
my line-
manager 
My line-
manager is 
approachable 
and responsive 
I feel supported by 
my line-manager to 
take positive risks 
without fear of 
reproach 
My line manager does 
not consider my 
individual needs within 
the service/team in 
which I work 
Mean 2.56 2.28 2.41 2.74 
Median 3.00 2.00 2.00 3.00 
Mode 2 1 2 4 
Std. Deviation 1.095 1.146 1.044 1.186 
Variance 1.200 1.313 1.090 1.406 
Sum 100 89 94 107 
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Organisational targets (n= 39) 
 
 
I feel 
organisational/ 
service targets are 
meaningful 
I feel 
organisational/ 
service targets are 
attainable 
I am expected to 
reach unrealistic or 
unattainable 
targets 
Having to achieve 
targets distracts me 
from the real point 
of my work 
Mean 2.31 2.67 2.26 2.77 
Median 2.00 3.00 2.00 3.00 
Mode 1 2 1 4 
Std. Deviation 1.151 1.009 1.186 1.087 
Variance 1.324 1.018 1.406 1.182 
Sum 90 104 88 108 
 
 
Organisational hopefulness/ hopelessness (n= 39) 
 
 
I feel confident 
the organisation/ 
service in which I 
work can adapt to 
meet future 
service demands 
I feel confident 
the 
organisation/ 
service in which 
I work will 
thrive 
I cannot see how the 
organisation/ service 
in which I work can 
ever be delivered 
effectively 
I cannot see a 
positive future for 
the organisation/ 
service in which I 
work 
Mean 1.85 2.87 2.54 2.74 
Median 1.00 3.00 3.00 3.00 
Mode 1 4 3 3a 
Std. Deviation 1.089 1.056 .996 1.093 
Variance 1.186 1.115 .992 1.196 
Sum 72 112 99 107 
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Organisational engagement (n= 39) 
 
 
I do not feel included 
in service/ 
organisational 
decisions that affect 
me 
I do not agree with 
the values and 
objectives of the 
service/ organisation 
in which I work 
I feel a sense of 
belonging to this 
service/ 
organisation in 
which I work 
I am proud to 
be a part of the 
service/ 
organisation in 
which I work 
Mean 2.23 3.03 2.00 2.74 
Median 2.00 3.00 2.00 3.00 
Mode 3 4 1a 2a 
Std. Deviation 1.063 1.135 .946 1.069 
Variance 1.130 1.289 .895 1.143 
Sum 87 118 78 107 
 
 
Work control and autonomy (n= 39) 
 
 
I am enabled to 
manage and 
organise my 
workload and diary 
I feel I can balance less 
fulfilling aspects of my 
job with more 
enjoyable aspects 
I do not have 
freedom to 
manage my own 
workload and diary 
I am not able to 
organise my 
work at a pace 
that suits me 
Mean 1.67 2.69 2.77 2.87 
Median 1.00 3.00 3.00 3.00 
Mode 1 2 3 3 
Std. Deviation 1.009 1.004 1.012 1.056 
Variance 1.018 1.008 1.024 1.115 
Sum 65 105 108 112 
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Feeling valued (n= 39) 
 
 
My specific 
professional skills 
are not valued by 
my colleagues 
My colleagues 
value my 
professional 
contribution 
My specific skills as a 
psychological 
practitioner add value 
to the organisation/ 
service/team 
I do not feel I am 
a valued member 
of my 
organisation/ 
service/team 
Mean 3.08 1.82 2.51 2.59 
Median 3.00 2.00 3.00 3.00 
Mode 4 1 3 3 
Std. Deviation .984 .997 1.048 1.117 
Variance .968 .993 1.099 1.248 
Sum 120 71 98 101 
 
 
Opportunities to learn (n= 39) 
 
 
I do not get the 
opportunity to 
learn new skills 
My continuing 
professional 
development needs 
are supported 
My opportunities for 
continuing professional 
development are 
restricted 
I am encouraged 
and supported to 
develop my skill-
set and 
knowledge 
Mean 3.23 1.95 2.64 2.18 
Median 4.00 2.00 3.00 2.00 
Mode 4 1 3 1 
Std. Deviation 1.038 .916 .959 1.144 
Variance 1.077 .839 .920 1.309 
Sum 126 76 103 85 
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Physical environment and facilities (n= 39) 
 
 
The physical 
environment 
and/or facilities in 
my workplace 
have a negative 
impact on my 
work 
The physical 
environment and 
facilities in my 
workplace enable 
me to work 
efficiently and 
effectively 
The physical 
environment and/ 
or facilities in my 
workplace 
adversely affect my 
workplace 
wellbeing 
The physical 
environment and 
facilities in my 
workplace promote 
workplace 
wellbeing 
Mean 2.77 2.51 1.87 2.85 
Median 3.00 3.00 2.00 3.00 
Mode 4 3 1 4 
Std. Deviation 1.202 .997 .894 1.136 
Variance 1.445 .993 .799 1.291 
Sum 108 98 73 111 
 
 
Work/ life balance (n= 39) 
 
 
I have a good 
work/life 
balance 
My work duties 
encroach on my 
personal time 
Flexible working 
arrangements are 
supported in my 
organisation/ service 
My organisation/ service 
acknowledges that 
sometimes I need to put 
myself first 
Mean 2.05 2.69 2.26 3.00 
Median 2.00 3.00 2.00 3.00 
Mode 1 4 2 4 
Std. Deviation 1.169 1.104 .910 1.076 
Variance 1.366 1.219 .827 1.158 
Sum 80 105 88 117 
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Role Clarity (n= 39) 
 
 
I am clear of my 
role in relation to 
other professionals 
with whom I work 
There is no clear role 
differentiation within 
the organisation/ 
service in which I 
work 
My colleagues 
have realistic 
expectations of my 
professional role 
I am often asked 
do things that are 
not in my 
professional remit 
Mean 1.95 2.90 2.28 2.87 
Median 1.00 3.00 2.00 3.00 
Mode 1 4 2 3 
Std. Deviation 1.191 1.095 .916 1.005 
Variance 1.418 1.200 .839 1.009 
Sum 76 113 89 112 
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Appendix L 
 
Stage 4: Items for Inclusion in Final Measure 
 
 
Friends and family - Support 
• The personal support I receive from family and/or friends meets my needs  
• I do not feel there is always someone there for me when I need personal support  
 
Colleagues - Support 
• I feel I can seek support from my colleagues 
• I work in an environment where my colleagues are caring and supportive towards each 
other 
 
Clinical supervision - Support 
• The clinical supervision I receive is containing and safe  
• Clinical supervision meets my support needs  
 
Support - Line-management 
• My line-manager is approachable and responsive 
• I feel supported by my line-manager to take positive risks without fear of reproach 
 
Organisational targets 
• I feel organisational/service targets are meaningful 
• I am expected to reach unrealistic or unattainable targets 
 
Organisational hopefulness/ hopelessness 
• I feel confident the organisation/service in which I work can adapt to meet future 
service demands 
• I cannot see how the organisation/service in which I work can ever be delivered 
effectively 
 
Organisational engagement 
 
• I do not feel included in service/organisational decisions that affect me 
• I feel a sense of belonging to this service/organisation in which I work 
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Work control and autonomy 
• I am enabled to manage and organise my workload and diary  
• I feel I can balance less fulfilling aspects of my job with more enjoyable aspects  
 
Feeling valued 
• My colleagues value my professional contribution  
• My specific skills as a psychological practitioner add value to the 
organisation/service/team 
 
Opportunities to learn 
• My continuing professional development needs are supported 
• I am encouraged and supported to develop my skill-set and knowledge 
 
Physical environment and facilities 
• The physical environment and facilities in my workplace enable me to work efficiently 
and effectively 
• The physical environment and/ or facilities in my workplace adversely affect my 
workplace wellbeing 
 
Work/ life balance 
• I have a good work/life balance 
• Flexible working arrangements are supported in my organisation/ service 
 
Role Clarity 
• I am clear about my role in relation to other professionals with whom I work  
• My colleagues have realistic expectations of my professional role 
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Appendix M 
 
Psychological Practitioner Workplace Wellbeing Measure 
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Appendix N 
Validation of Psychological Practitioner Workplace Wellbeing Measure Survey 
 
 
The development of a psychometric measure to assess the workplace wellbeing of psychological 
practitioners: phase 2      
 
Background information:   
The importance of staff wellbeing is increasingly recognised in many professional circles. There is an 
abundance of research detailing the strong links between staff wellbeing and the delivery of dignified and 
safe patient care. Despite a growing evidence base, there are currently no validated tools to specifically 
measure subjective workplace wellbeing of psychological practitioners.      
This study is being conducted by Elisabeth Summers, Trainee Clinical Psychologist, as part of the South 
Wales Doctorate of Clinical Psychology qualification, supervised by Professor Reg Morris (Course Director 
and Clinical Psychologist, South Wales Programme in Clinical Psychology) and Dr. Gita Bhutani (Associate 
Director for Psychological Professions, Lancashire Care NHS Foundation Trust; Chair of the Psychological 
Professions Network North West; PPN). This project is linked to work being undertaken by the Division of 
Clinical Psychology (DCP) and New Savoy Partnership.      
This study has been reviewed and approved by the Cardiff University School of Psychology Research Ethics 
Committee (Reference: EC.16.11.08.4753R).      
 
Aims:   
The overall aim of this research is to validate a psychometric measure to assess the workplace wellbeing 
of psychological practitioners. The measure has gone through many stages of development to date. 
Participation in this stage involves completing the new workplace wellbeing measure (some people will 
be asked to repeat the completion if they opt in to this), in addition to a demographic questionnaire and 
some previously validated measures. This will allow assessment of convergent validity and temporal 
stability of the new measure.      
 
Who can participate?   
You are invited to participate in this study if you are currently employed, in the UK, within an organisation 
(e.g. NHS, independent sector, third sector), as a psychological practitioner, in the role of: clinical 
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psychologist, counselling psychologist, high intensity therapist, counsellor, cognitive behaviour therapist, 
psychological wellbeing practitioner, arts therapist, family therapist, psychoanalyst or psychotherapist.      
Unfortunately, those working solely in private practice outside of organisations and those who work 
outside the UK are not eligible to participate. Participation is entirely voluntary.  
The survey should take approximately 15-25 minutes to complete. 
Note: Some measures are protected by copyright laws. Please do not reproduce these measures.  
 
Risks and benefits   
We hope that your participation will help improve the assessment of the workplace wellbeing of 
psychological practitioners, which may in turn improve research in this area. We believe there are no 
known risks associated with this research study. However, if you should experience any adverse 
consequences as a result of completing the measures, you may contact Elisabeth Summers (details 
below). All data collected is anonymised and stored securely under password protection. Data will be 
kept securely for up to 5 years.      
 
Results from this study will be written up as part of a research thesis and therefore deposited in print 
and online in the university archives. Results may also be published as original research. No personally 
identifiable information will be published.    
Please note, this research is delivered using English language and therefore we recommend that only 
those proficient in English participate.         
If you have any concerns or complaints, please contact:   
Email: psychethics@cardiff.ac.uk  
Address: School of Psychology Research Ethics Committee, Cardiff University, Tower Building, 70 Park 
Place, Cardiff, CF10 3AT     
 
If you would like any further information, please contact me or my supervisor.      
Contact details:   
Researcher: Elisabeth Summers   
Email: summerse3@cardiff.ac.uk; Telephone number: 02920870582   
Address: Doctorate of Clinical Psychology, 11th Floor, Tower Building, School of Psychology, 70 Park 
Place, Cardiff, CF10 3AT     
 
Academic Supervisor Contact details:   
Name: Professor Reginald Morris   
Email address: reg.morris@wales.nhs.uk;  
Telephone number: 02920870582   
Address: Doctorate in Clinical Psychology, 11th Floor, Tower Building, School of Psychology, 70 Park 
Place, Cardiff, CF10 3AT 
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Consent 
 
I have read the information above and consent to participating in this research.      
    
I understand that I am able to contact the researchers if I have any questions.     
    
I understand that participation is voluntary and responses are anonymous and will be kept 
securely. Note: If you wish to provide your email address for involvement in further stages, this 
information will be kept securely.     
    
I agree to my anonymous data being used in this study as well as future reports or publications.      
    
I am currently working in the UK, within an organisation (e.g. NHS, independent sector, third sector), as 
a psychological practitioner, in the role of: clinical psychologist, counselling psychologist, high intensity 
therapist, counsellor, cognitive behaviour therapist, psychological wellbeing practitioner, arts therapist, 
psychoanalyst or psychotherapist. 
 
I agree that I will not reproduce the copyrighted content of this survey.    
    
If no is selected you will be directed to the final page of the survey. 
o Yes  (1)  
o No  (2)  
 
Skip To: End of Survey If I have read the information above and consent to participating in this 
research.      I understan... = No 
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Demographic Information 
 
Please answer the following questions. Where a selection of 'other' is made, please specify your answer 
in the text box provided. All questions must be answered.  
 
Answers are related to your current employment as a psychological practitioner within an organisation. 
If you do additional private work, please do not include this within your answers. 
 
 1. What is your primary profession? 
• Clinical Psychologist  
• Counselling Psychologist  
• High Intensity Therapist  
• Psychological Wellbeing Practitioner  
• Counsellor  
• Cognitive Behaviour Therapist  
• Arts Therapist   
• Psychoanalyst   
• Psychotherapist   
• Other (please specify)   ________________________________________________ 
 
 
 
 2. Type of appointment/ contract? 
• Permanent/ Open ended   
• Non-permanent/ Fixed-term  
• Other (please specify)  ________________________________________________ 
 
 3. Number of years since professional qualification? 
• Up to 5 years   
• 5 - 10 years   
• 11 - 15 years   
• 16 - 20 years   
• 21 - 25 years   
• 26 - 30 years   
• 31 - 35 years   
• 36 years or more   
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 4. Number of years worked since professional qualification? (To account for any breaks in service) 
• Up to 5 years   
• 5 - 10 years   
• 11 - 15 years   
• 16 - 20 years   
• 21 - 25 years  
• 26 - 30 years    
• 31 - 35 years   
• 36 years or more   
 
 
 
 5. Number of years worked in current post? 
• Up to 5 years   
• 5 - 10 years    
• 11 - 15 years   
• 16 - 20 years    
• 21 - 25 years    
• 26 - 30 years   
• 31 - 35 years   
• 36 years or more   
 
 
 
 6. Number of hours per week you are contracted to work? (Do not include additional private work) 
• Less than 7.5 hours   
• 7.5 - 15 hours   
• Over 15 hours - 22.5 hours   
• Over 22.5 hours - 30 hours   
• Over 30 hours - 37.5 hours   
• Over 37.5 hours   
 
 
 
 7. Type of organisation in which you work? (Primary employer for whom you work the most hours) 
• NHS   
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• Private organisation/ Independent    
• Third sector/ Charitable organisation   
• Equal NHS and non-NHS   
• Other (please specify)  ________________________________________________ 
 
 
 8. If you are on the Agenda for Change pay scale, what band is your current post? (Please select not 
applicable where appropriate to do so) 
• Band 3   
• Band 4   
• Band 5   
• Band 6   
• Band 7   
• Band 8a    
• Band 8b   
• Band 8c    
• Band 8d   
• Band 9   
• Do not wish to disclose   
• None of these bands/ not applicable   
 
 Display This Question: 
If 8. If you are on the Agenda for Change pay scale, what band is your current post? (Please select... 
= None of these bands/ not applicable 
 
8b. You have indicated you are not on an Agenda for Change banding. Please select your salary range 
from those listed below, for a full-time equivalent post. 
• < £10,000   
• £10,001 - £20,000    
• £20,001 - £30,000   
• £30,001 - £40,000   
• £40,001 - £50,000    
• £50,001 - £60,000   
• £60,001 - £70,000   
• £70,001 - £80,000   
• £80,001 - £90,000   
• £90,001 - £100,000   
• £100,001 - £110,000   
• £110,001 - £120,000   
• £120,001 +   
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• Do not wish to disclose   
 
 
 
 9. What is your gender? 
• Male   
• Female  
• Transgender  
• Other (please specify)   ________________________________________________ 
• Do not wish to disclose   
 
 
 10. Do you have any long-standing illness or disability? 
• Yes   
• No    
• Do not wish to disclose   
 
 
 
 11. What is your age? 
• 18 - 24   
• 25 - 34  
• 35 - 44   
• 45 - 54  
• 55 - 64  
• 65 - 74   
• 75 or older   
• Do not wish to disclose   
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Psychological Practitioner Workplace Wellbeing Measure 
This measure contains 26 statements. Using the scale, indicate your agreement with each item. Answer 
items based on your current workplace wellbeing, rather than any historical experiences.  
 
Strongly 
disagree 
Somewhat 
disagree 
Neither agree 
nor disagree  
Somewhat 
agree  
Strongly agree 
1. I do not feel 
there is always 
someone there for 
me when I need 
personal support 
o  o  o  o  o  
2. I feel I can seek 
support from my 
colleagues  o  o  o  o  o  
3. I feel a sense of 
belonging to the 
service/organisation 
in which I work  
o  o  o  o  o  
4. Flexible working 
arrangements are 
supported in my 
service/organisation  
o  o  o  o  o  
5. I feel supported 
by my line-manager 
to take positive 
risks without fear of 
reproach 
o  o  o  o  o  
6. I work in an 
environment where 
my colleagues are 
caring and 
supportive towards 
each other 
o  o  o  o  o  
7.I feel I can balance 
less fulfilling aspects 
of my job with more 
enjoyable aspects 
o  o  o  o  o  
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Psychological Practitioner Workplace Wellbeing Measure - Continued  
Using the scale, indicate your agreement with each item. Answer items based on your current 
workplace wellbeing, rather than any historical experiences.  
 
Strongly 
disagree 
Somewhat 
disagree 
Neither agree 
nor disagree 
Somewhat 
agree  
Strongly agree  
8. I cannot see how 
the service/ 
organisation in 
which I work can 
ever be delivered 
effectively 
o  o  o  o  o  
9. The clinical 
supervision I receive 
is containing and 
safe  
o  o  o  o  o  
10. I am enabled to 
manage and 
organise my 
workload and diary  
o  o  o  o  o  
11. I am clear about 
my role in relation 
to other 
professionals with 
whom I work 
o  o  o  o  o  
12. I feel confident 
the 
service/organisation 
in which I work can 
adapt to meet 
future service 
demands  
o  o  o  o  o  
13. Clinical 
supervision meets 
my support needs o  o  o  o  o  
14. My colleagues 
have realistic 
expectations of my 
professional role  
o  o  o  o  o  
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Psychological Practitioner Workplace Wellbeing Measure - Continued  
Using the scale, indicate your agreement with each item. Answer items based on your current 
workplace wellbeing, rather than any historical experiences.  
 
Strongly 
disagree  
Somewhat 
disagree 
Neither agree 
nor disagree 
Somewhat 
agree  
Strongly agree 
15. The physical 
environment and 
facilities in my 
workplace enable me 
to work efficiently 
and effectively  
o  o  o  o  o  
16. My colleagues 
value my professional 
contribution  o  o  o  o  o  
17. I have a good 
work/life balance   o  o  o  o  o  
18. I do not feel 
included in 
service/organisational 
decisions that affect 
me  
o  o  o  o  o  
19. The personal 
support I receive 
from family and/or 
friends meets my 
needs 
o  o  o  o  o  
20. My line-manager 
is approachable and 
responsive  o  o  o  o  o  
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Psychological Practitioner Workplace Wellbeing Measure - Continued  
Using the scale, indicate your agreement with each item. Answer items based on your current 
workplace wellbeing, rather than any historical experiences.  
 
Strongly 
disagree 
Somewhat 
disagree 
Neither agree 
nor disagree 
Somewhat 
agree 
Strongly 
agree 
21. My continuing 
professional development 
needs are supported  o  o  o  o  o  
22. I am encouraged and 
supported to develop my 
skill-set and knowledge o  o  o  o  o  
23. I am expected to 
reach unrealistic or 
unattainable targets  o  o  o  o  o  
24. The physical 
environment and/or 
facilities in my workplace 
adversely affect my 
workplace wellbeing  
o  o  o  o  o  
25. I feel 
service/organisational 
targets are meaningful  o  o  o  o  o  
26. My specific skills as a 
psychological practitioner 
add value to the 
team/service/organisation 
o  o  o  o  o  
 
 
 
 
 
 
 
 
 
 
 
 
 
235 
 
Health and Safety Executive Management Standards Indicator Tool   
    
This tool contains 35 questions relating to the six primary stressors identified in the Management 
Standards approach to tackling Work-Related Stress. 
 
 Select the item which best applies, based on your current experiences at work. 
 
 Never  Seldom  Sometimes  Often Always 
1. I am clear of what is 
expected of me at work  o  o  o  o  o  
2. I can decide when I take a 
break o  o  o  o  o  
3. Different groups at work 
demand things from me that 
are hard to combine  o  o  o  o  o  
4. I know how to go about 
getting my job done  o  o  o  o  o  
5. I am subject to personal 
harassment in the form of 
unkind words or behaviour o  o  o  o  o  
6. I have unachievable 
deadlines  o  o  o  o  o  
7. If work gets difficult, my 
colleagues will help me  o  o  o  o  o  
8. I am given supportive 
feedback on the work I do o  o  o  o  o  
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 Select the item which best applies, based on your current experiences at work. 
 Never  Seldom Sometimes  Often Always 
9. I have to work very 
intensively   o  o  o  o  o  
10. I have a say in my own work 
speed o  o  o  o  o  
11. I am clear what my duties 
and responsibilities are  o  o  o  o  o  
12. I have to neglect some tasks 
because I have too much to do o  o  o  o  o  
13. I am clear about the goals 
and objectives for my 
department  o  o  o  o  o  
14. There is friction or anger 
between colleagues  o  o  o  o  o  
15. I have a choice in deciding 
how I do my work o  o  o  o  o  
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Select the item which best applies, based on your current experiences at work. 
 Never Seldom Sometimes Often Always 
16. I am unable to take 
sufficient breaks  o  o  o  o  o  
17. I understand how my work 
fits into the overall aim of the 
organisation  o  o  o  o  o  
18. I am pressured to work long 
hours o  o  o  o  o  
19. I have a choice in deciding 
what I do at work o  o  o  o  o  
20. I have to work very fast o  o  o  o  o  
21. I am subject to bullying at 
work o  o  o  o  o  
22. I have unrealistic time 
pressures  o  o  o  o  o  
23. I can rely on my line 
manager to help me out with a 
work problem o  o  o  o  o  
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 Select the item which best applies, based on your current experiences at work. 
 
Strongly 
disagree  
Disagree Neutral  Agree Strongly agree 
24. I get help and support I 
need from colleagues  o  o  o  o  o  
25. I have some say over the 
way I work  o  o  o  o  o  
26. I have sufficient 
opportunities to question 
managers about change at 
work 
o  o  o  o  o  
27. I receive the respect at 
work I deserve from my 
colleagues o  o  o  o  o  
28. Staff are always 
consulted about change at 
work  o  o  o  o  o  
29. I can talk to my line 
manager about something 
that has upset or annoyed 
me about work  
o  o  o  o  o  
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 Select the item which best applies, based on your current experiences at work. 
 
Strongly 
disagree  
Disagree  Neutral  Agree  Strongly agree  
30. My working time can be 
flexible o  o  o  o  o  
31. My colleagues are willing 
to listen to my work-related 
problems  o  o  o  o  o  
32. When changes are made 
at work, I am clear how they 
will work out in practice o  o  o  o  o  
33. I am supported through 
emotionally demanding work o  o  o  o  o  
34. Relationships at work are 
strained  o  o  o  o  o  
35. My manager encourages 
me at work  o  o  o  o  o  
 
 
 www.hse.gov.uk/stress/standards/pdfs/indicatortool.pdf 
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Satisfaction with Life Scale  
This scale contains 5 statements that you may agree or disagree with. Using the scale below, indicate 
your agreement with each item. 
 
Strongly 
disagree 
(1) 
Disagree 
(2) 
Slightly 
disagree 
(3) 
Neither 
agree nor 
disagree 
(4) 
Slightly 
agree (5) 
Agree (6) 
Strongly 
agree (7) 
1. In most ways my 
life is close to my 
ideal  o  o  o  o  o  o  o  
2. The conditions of 
my life are 
excellent o  o  o  o  o  o  o  
3. I am satisfied 
with my life  o  o  o  o  o  o  o  
4. So far I have 
gotten the 
important things I 
want in life  
o  o  o  o  o  o  o  
5. If I could live my 
life over, I would 
change almost 
nothing  
o  o  o  o  o  o  o  
 
 
 
 Diener, E., Emmons, R. A., Larsen, R. J., & Griffin, S. (1985). The Satisfaction with Life Scale. Journal of 
Personality Assessment, 49, 71-75. 
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General Health Questionnaire - (GHQ-12)     
We should like to know if you have had any medical complaints and how your health has been in general, over the 
last few weeks. Please answer all the questions by selecting the answer which you think most nearly applies to you. 
Remember that we want to know about present or recent complaints, not those that you had in the past.   
 
Have you recently... 
     
1. been able to concentrate 
on whatever you're doing?  o Better 
than usual 
o Same as 
usual 
o Less than 
usual 
o Much less 
than usual 
2. lost much sleep over worry?  o Not at 
all 
o No 
more than 
usual 
o Rather more 
than usual 
o Much 
more than 
usual 
3. felt that you are playing a 
useful part in things? 
o More 
so than 
usual 
o Same as 
usual 
o Less useful 
than usual 
o Much less 
useful 
4. felt capable of making 
decisions about things?  
o More 
so than 
usual 
o Same as 
usual 
o Less so than 
usual 
o Much less 
than usual 
5. felt constantly under strain?  o Not at 
all 
o No 
more than 
usual 
o Rather more 
than usual 
o Much 
more than 
usual 
6. felt you couldn't overcome 
your difficulties? o Not at 
all 
o No 
more than 
usual 
o Rather more 
than usual 
o Much 
more than 
usual 
7. been able to enjoy your 
normal day-to-day activities? 
o More 
so than 
usual 
o Same as 
usual 
o Less so than 
usual 
o Much less 
than usual 
8. been able to face up to your 
problems? 
o More 
so than 
ususal 
o Same as 
usual 
o Less so than 
usual 
o Much less 
able 
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9. been feeling unhappy and 
depressed? o Not at 
all 
o No 
more than 
usual 
o Rather more 
than usual 
o Much 
more than 
usual 
10. been losing confidence in 
yourself? o Not at 
all 
o No 
more than 
usual 
o Rather more 
than usual 
o Much 
more than 
usual 
11. been thinking of yourself 
as a worthless person? o Not at 
all 
o No 
more than 
usual 
o Rather more 
than usual  
o Much 
more than 
usual 
12. been feeling reasonably 
happy, all things considered?  
o More 
so than 
usual 
o About 
same as 
usual 
o Less so than 
usual 
o Much less 
than usual 
 
 
 
 © Goldberg, 1978. Reproduced with the kind permission of the author and the publishers,NFERR-
NELSON. This measure is part of the Measures in Health Psychology: A User's Portfolio, written 
and complied by Professor Marie Johnston, Dr Stephen Wright and Professor John Weinman. Purchased 
by the South Wales Clinical Psychology Doctorate course.  
 
  
Thank you very much for your time taken to complete this survey.  
 
 
If you are happy to be contacted by email in 1-2 weeks to re-complete only the Psychological 
Practitioner Workplace Wellbeing Measure, please provide your email address below. You will be sent 
a link to complete this single measure, which will enable assessment of temporal stability of results.  
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Information provided will be kept confidential and not used for any other correspondence. Your 
participation would be appreciated.  
o Yes (please provide email address for contact)  
________________________________________________ 
o No  
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Appendix O 
 
Histogram: Test of Normality of PPWWM 
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Appendix P 
Exploratory Factor Analysis Eigenvalue Scree Plot 
 
 
 
 
 
 
 
 
